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A VERSATILE TRIUMVIRATE 

he Journal’s Editorial Board recently 
‘ened to attend to important business 
‘+h will be announced in the Journal in 
time. Incidentally, the senior member 
nged an unearned leave of absence, while 
junior member takes over with a master- 
rasp wholly justified by former editorial 
onsibilities skillfully negotiated. 


he “middle man” on the Board having 
longtime similar editorial experience, 
; off for Holy Ghost Canyon, New Mexi- 
jiloting his own plane. His grandfather 
ently followed the mules; his father, the 
er’s good friend now deceased, puttered 
ind in a two cylinder car which backfired 
ttle louder than the mules, moved a bit 
er and displayed much less judgment. 
Nc vy the worthy descendant of these hardy 
zenitors defies the clouds, clutters up the 
with his fumes, and sends the mama 
rs scurrying to their caves, where with an 
xiety complex they suck their paws in lieu 
' the biped’s garbage. At any cost the 
iddle man” must get back to his log cabin 

in the wilds. 


The writer once traveled to Holy Ghost 

anyon where he was met at the nearest side 
track and eagerly kissed by a beautiful angel 
in a station wagon. He thought that was 
celestial, but the son of his old friend goes 
to heaven on the way out and thinks nothing 
of it. Now that we have overcome gravity, 
we wonder how fast the immortals are mov- 
ing when they pass the pearly gates, and 
likewise we wonder what kind of a strong 
net Pluto employs to break the fall when the 
lost sinners come crashing down. The Jour- 
nal is safe. In case of an emergency, the 
“middle man” can fly back in a jiffy. 





STREPHOSYMBOLIA 

delay or difficulty in learning to read 
‘h is out of harmony with a child’s gen- 
intellectual ability. At the outset it is 
acterized by confusion between similarly 
ted but oppositely oriented letters, and 
idency to a changing order of direction 
ading.* 


Perhaps your child, grandchild, niece, 
nephew, neighbors’ child, or small patient 
has had a specific reading or language dis- 
ability and was thought to be just lazy or 
not to try. The problem has become more 
acute since the introduction of sight reading 
and it is estimated that 10 per cent of boys 
and one per cent of girls have such a dis- 
ability. The lay press is presenting the prob- 
lem.? More communities are becoming con- 
scious of it. The Oklahoma City Times car- 
ried a story some months ago that Midwest 
City planned to send a teacher away to study 
remedial training of pupils with such dis- 
abilities. 

It is postulated that such a child has diffi- 
culty in developing a dominant brain side. He 
is often ambidextrous or writes with the 
right hand and has a dominant left eye or 
vice versa. The image that he sees or the 
word that he sees will be stored in part on 
one side of the brain and in part as the 
mirror image on the other. When he recalls 
the word to write it or spell is was becomes 
saw, on becomes no or chocolate becomes 
choachlet. The amazing thing is that he can- 
not see anything wrong. Reading becomes 
most difficult for often the words mean abso- 
lutely nothing or something entirely differ- 
ent. He may start to spell a word from left 
to right and finish up from right to left with 
a bizarre result. 

Frequently these children are excellent in 
arithmetic until they got far enough along 
that the problems are written and then their 
original difficulty makes it impossible for 
them to interpret the problem. Gillingham 
and Stillman* mention several instances in 
which men with specific reading disabilities 
become excellent engineers or architects and 
never learned how to read. Often their moth- 
ers read to them until they got married and 
then their wives took over the task. 


This brings up another mistaken notion; 
that children who are poor readers should 
not be read to but be made to read. These 
authors point out that this attitude deprives 
the child of a wealth of mental experience 
and knowledge that he might otherwise have. 
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There are a few simple things that will 
help one suspect that a child is in this cate- 
gory if the physician is aware of its exist- 
ence. One may determine the handedness by 
having a child, while blindfolded, write on 
a blackboard with both hands simultaneously 
the digits. If he is right-handed he will write 
the mirror image with his left. If he has 
been changed from left to right at an early 
age an expert would need to decide the ad- 
visability of changing him back. One may 
determine eyedness by having him sight on 
an object with both eyes open and see which 
he uses. If he is otherwise intelligent but has 
trouble with reading and spelling, and par- 
ticularly if other members of the family have 
similar trouble, one should suspect a specific 
disability. The spelling of a few words, the 
description of a scene and the making of a 
few sentences all in writing, may offer a clue. 
The remedial training is not up to the phy- 
sician but it often falls his lot to advise 
parents who are hopelessly involved with a 
boy over his school work. Let’s give the lazy 
reader a chance. 


1 Orton, S. T.: Reading, Writing and Speech Problems in 
Children. W. W. Norton & Co., N. Y., 1937. 


2. Gallagher, J. R.: Can't Spell, Can't Read. The Atlantic, 


June 1948, 

3. Gillingham, Anne and Stillman. Bessie W.: Remerial 
Training for Children with Specific Disability in Reading, Spell- 
ing and Penmanship. Part I. Published by the authors and 
distributed by Anna Gillingham, 25 Parkview Ave., Bronzville 
8, N. Y¥ 





B. C. G. 

The preliminary work necessary to estab- 
lish B.C.G. (Bacillus of Calmette and Guer- 
in) as an extremely useful tool in our arma- 
mentarium has been the subject of previous 
editorial comment.' Vaccination has been 
proved to be a sound public health measure. 
The practitioner, particularly he whose prac- 
tice includes children, must adapt the pro- 
cedure to the individual problem. 


Just after the turn of the century Calmette 
and Guerin began working with a bovine 
tubercle bacillus. The intestine of the new- 
born infant being permeable to larger parti- 
cles than at a later date, they hoped to de- 
velop an attenuated bacillus which could be 
fed to new born babies, thus permitting them 
to develop their own protection. The virul- 
ence of the organism was reduced by regular 
transfers on a bile potato medium over a 
period of 13 years. 


Norwegian workers observed the high in- 
cidence of active.tuberculosis in nurses who 
were tuberculin negative when they were ex- 
posed during their course of training to 
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tuberculosis. In contrast to this there was a 
low incidence among girls who were tubercu. 
lin positive on entertaining training. Wheth- 
er a first infection tuberculosis well handled 
by the individual is a future hazard or offers 
protection is a moot question. It is agreed, 
however, that first infection in a young adult 
is anything but desirable. 


In an excellently planned, controlled and 
executed study reported by Rosenthal, Leslie 
and Loewinsohn,? the conclusion is warrant- 
ed that vaccination with B.C.G. is most valu. 
able. In 2831 new born infants living i: the 
poorest districts of Chicago, but not in h«use- 
hold contact with tuberculosis, the rate per 
thousand person years was 3.31 time: as 
great in the controls as in the vaccin ited. 
There was one death from tuberculos s in 
the vaccinated against seven in the con‘ rols. 


In 1,159 siblings the tuberculosis rate per 
1000 person-years was 5.29 times as gre +t in 
the controls as in the vaccinated. 


“Considering the noncontact and co: tact 
groups as a whole, there were 13 cascs of 
tuberculosis with one death in the vaccin ited 
group as compared to 44 cases of tubercu osis 
with 11 deaths in the controls. 


“By the use of the multiple punc:ure 


method, practically all complications were 
avoided ; tuberculin reaction conversion was 
rapid (within one month) and universa.. 

“A positive tuberculin reaction following 
a single vaccination was present in 92.6 per 
cent after three and one-half to four years 
and 79.85 per cent after six to six and one. 
half years in children vaccinated at birth and 
88.6 per cent in student nurses at the end 
of their training, three years after vaccina- 
tion.” 


1. Editorial. J. Okla. State Med. Assn. 41:2 (Jan.) 1945 

2. Rosenthal, S. R.; Leslie, E. L.; Loewinsohn, E 6.06 
Vaccination in All Age Groups. J.A.M.A. 136:73 (Ja 10 
1948. 





DO YOU KNOW? 


That plans are already being formulated for 
next year’s Annual Meeting of the State Medival 
Association? Representatives from the executive 
oftice, Dick Graham, executive secretary, and John 
K. Hart, associate executive serretary, recen'|y 
held a conference in Tulsa with Jack Spears, 
executive secretary of the Tulsa County Socie‘y, 
Homer Ruprecht, M.D., head of the scientifie work 
committee, and J. E. MeDonald, M.D., president- 
elect of the Tulsa society, to map out preliminsry 
details for the annual session scheduled for May 
15-19, 1949, Mayo Hotel, Tulsa. 
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VAGINAL HYSTERECTOMY ~* 





F. D. SINCLAIR, M.D. 
TULSA, OKLAHOMA 





Medical progress in modern times ad- 
\ nees with such rapid strides that reports 
©° new, more intricate and daring surgical 

wedures recorded in the professional, as 

ll as the lay press, may overshadow older 

d more thoroughly proven operations such 

vaginal hysterectomy. This operation in 

long history has undergone repeated 
ctuations in popularity, but currently is 
nerally experiencing a moderate return to 
vor. As might be expected, some confusion 
ists over claims of priority since this 
ijor surgical procedure was first accom- 
ished centuries before even the elementary 
inciples of asepsis were suspected. Soran- 

, a Greek obstetrician practicing in Alex- 

idria in the second century, deserves credit 

r the original idea of surgically removing 

e uterus through the vagina, though Ber- 

igarius, of Bologna, in 1507 is author of 

e first authenticated description extant in 

e world medical literature. 


The present paper has as its sole purpose 
the presentation to this association of per- 
tinent facts in the hope of creating more 
wide-spread interest in this valuable opera- 
tion. 


Concerning this statement alone, recent 
opinions widely differ. The late Joseph Price 
of Philadelphia stated, “Vaginal hysterec- 
tomy clamp method has the broadest field of 
usefullness of any pelvic operation; it has 
the lowest operative mortality of any major 
surgical procedure and has the best post- 
operative history of any operation in my 
experience.” (This experience represents 
several thousand cases.) During the past 
ecade similar opinions by numerous authors 

‘e repeatedly recorded including Heaney, 
i\anforth, Emmert, Dannreuther, Averett, 
‘mith, Miller, Falk and Campbell. On the 

her hand, many equally prominent authori- 

s state that the vaginal operation has no 

vantages over the properly executed ab- 

minal hysterectomy. In fact, even today 
iny well-recognized medical schools and 
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hospitals make no use of this operation in 
their postgraduate surgical or gynecological 
resident training. Despite this situation, 
medical reports in recent years — several 
recording series of two to three thousand 
case histories — do attest a current growing 
popularity for hysterectomy by the vaginal 
route. 

To attain this position with a background 
of many years experience in the hands of 
many operators, should indicate certain in- 
herent advantages in vaginal hysterectomy. 
The Presbyterian Hospital group in Chicago 
have presented a series of 2,798 operations 
with a critical analysis. The Price Hospital 
Group in Philadelphia report by monograph 
approximately twice that many cases with 
more general deductions. Many others report 
smaller series in the hundreds. These authors 
collectively present very convincing statis- 
tics. Any surgical procedure must be judged 
on a basis of safety, especially hysterectomy, 
for when indicated it is seldom an emergency 
or immediately a life-saving operation. Col- 
lected mortality statistics show a 2.4 per 
cent death rate for abdominal hysterectomy, 
both total and subtotal (41,485 cases), with 
a .32 per cent mortality rate for vaginal 
hysterectomy (7,280 cases). Simply, then, 
these figures indicate the abdominal opera- 
tion carries seven times the risk of the vagi- 
nal operation. 

Wherein lies the difference? These pa- 
tients are not only far more comfortable in 
the immediate postoperative course and be- 
come active more quickly, but they are re- 
markably freer from the major complica- 
tions. Thrombophlebitis and phlebothrom- 
bosis are much less common than after ab- 
dominal operative section, so that fatal pul- 
monary embolus is rare. Atelectasis and 
other pulmonary complications are less fre- 
quently encountered, explained partly, at 
least, by the fact that abdominal respiratory 
excursions continue unhampered. 

Since the intestines are seldom handled or 
packed aside, the danger of postoperative ad- 
hesions with or without intestinal obstruc- 
tion is minimized. 
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To continue this discussion of the ad- 
vantages of the vaginal hysterectomy, first, 
from the pathological standpoint, vaginal 
removal of uterus always means complete 
removal together with the cervix. The litera- 
ture reports many series of cases of carci- 
noma in the stump following incomplete 
hysterectomy. The incidence varies, but in 
6,668 collected cases of carcinoma of the 
cervix uteri, 3.4 per cent were found in the 
remaining cervical stump. Secondly, there is 
the surgical advantage that the uterus can 
be removed, together with any indicated re- 
pair of cystocele, urethrocele, rectocele, or 
enterocele, at one time and with a single 
approach. Thirdly, there is a definite ad- 
vantage for the patient who is a substandard 
surgical risk, particularly the aged and 
obese. Some authorities reserve the vaginal 
approach only for these patients, but if 
vaginal hysterectomy can be performed in 
such poor risks with success, why is it not 
preferable for good risk patients with ap- 
propriate pathology? 

What type of pelvic pathology then is best 
suited for this operation? Typically, it is the 
parous women near or beyond 40 who may 
have menorrhagia and/or several of the fol- 
lowing pathological conditions: extensive 
chronic disease of the cervix, myoma uteri, 
fibrosis uteri, descensus uteri of any degree, 
retroversion uteri, stress incontinence, cysto- 
cele or rectocele with associated symptoms. 
In many such women previously the menor- 
rhagia has been treated with radiation and 
the other lesions disregarded for the time. 
Many gynecologists report a definite trend 
away from radium treatment for otherwise 
uncontrollable bleeding at the menopause. 
Averett echoes the opinions of many when 
he states, “—in treatment of hemorrhagic 
conditions of uterus in middle aged women, 
the mortality rate of vaginal hysterectomy 
is as low as that of radium without the 
sequellae and relapses, furthermore possible 
early malignant conditions are readily dis- 
closed and eliminated.” Statistical studies of 
Corscaden and Gusberg and Randall show 
that patients who have had menopausal 
functional bleeding have three and one-half 
times as great a chance as other women of 
developing adenocarcinoma ir later life. 

There are occasionally cases of meno- 
pausal bleeding when the microscopic picture 
of the curetted endometrium shows an 
atypical hyperplasia as described recently by 
Novak. Even competent pathologists render 
different interpretations in these cases, and 
certainly in the doubtful malignant situation, 
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the uterus is best removed, particularly when 
the operative risk to the patient can be 
minimal. 

Some reports are reaching the literature 
recording malignancy of the uterus several 
years after radium treatment for benign 
menopausal uterine hemorrhage. Recent per- 
sonal experience with several cases of this 
nature has stimulated further thought ar 
investigation of a more complete and sati 
factory program for these women. The a 
swer presented herewith to this associatic: 
may seem too radical at first consideratio 
but it is sound prophylaxis with an ultima 
greater salvage. 

Contraindications to vaginal hysterecton 
include large tumors, either uterine or ova” 
ian in origin, and more particularly any ca:e 
where the pelvic structures are fixed by pat 
ological process or previous surgery are be 
handled by the abdominal approach. 

In reviewing this large series of report 
hysterectomies by all methods, in priva 
practice, it would seem fair to state that « 
the average 20-35 per cent should be a 
complished by the vaginal route. As Da 
forth has previously stated, “—the operat: r 
should be able to remove the uterus either 
abdominally or vaginally with sufficient ea: 
that his choice of operation is not influence 
with lack of experience with one or tl 
other.” 
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ECTOPIC PREGNANCY* 





I. F. STEPHENSON, M.D. 
ALVA, OKLAHOMA 





Since death from obstetrical hemorrhage 
; still one of the major causes of maternal 

ortality in the United States, and as Falls 
eported, in 1938, that extra-uterine preg- 
ancy was the ninth largest cause of death 
| this country, I feel that the subject is one 
hich should be reviewed again and again 
id constantly kept before our minds. As 
ordon? so very well put it “a broad stream 
f blood flows through the statistics of ma- 
rnal mortality and morbidity.” 

Ectopic pregnancy occurs, according to 
itus,* about once in 300 pregnancies. Cros- 
n and Crossen‘ state that this accounts for 
out two per cent of all gynecological opera- 
ons. Schumann’ wrote in his excellent mon- 
graph over 25 years ago, “The history of 
ie recognition of pregnancy proceding out- 
ide of the uterine cavity, the understanding 
f its gravity and development of modern 
nethods of treatment forms one of the most 

fascinating episodes in that epitome of 
uman intellect, the history of medicine.” 
ETIOLOGY 

The theories concerning the causes of ec- 
opic pregnancy are partly speculative, al- 

though much information has been gained 
hrough pathologic and experimental studies. 

The most commonly accepted causes of 
ectopic pregnancy are: (1) changes in the 
mucosa of the Fallopian tubes resulting from 
inflammatory disease; (2) developmental 
anomalies such as diveriticula and blind ac- 
cessory pouches; (3) advanced development 
of the fertilized ovum and over-readiness for 
implantation due to external migration or 
wandering from one ovary to the opposite 
tube; (4) obstruction to the passage of the 
ovum by convolutions, adhesions or tumors 
of the tube. 

Several of these factors are consistent with 
the fact that many of these patients have 
een sterile for years. 

I should like to discuss briefly these four 
heories just mentioned. First, infection of 

ie tubes in inflammatory disease may glue 
he longitudinal folds at various points so 
iat wedges or funnel-shaped blind channels 
rm and the ovum migrate into them. Allen*® 
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of Chicago has recently published a mono- 
graph on this subject and thinks that pelvic 
inflammation should not be accused of being 
the cause of ectopic pregnancy so often as 
generally accepted and presents very con- 
clusive evidence to support his thought. He 
also states that endometriosis and defects in 
metabolism should be given more thought 
and research. 

Second, diverticula and accessory pouches 
of developmental origin have been demon- 
strated by many. 

Third, Williams’ says, “In a considerable 
number of cases which I have examined, the 
corpus luteum was situated not in the ovary 
corresponding to the pregnant tube, but in 
the opposite one, indicating that external 
migration had occurred, and that the ferti- 
lized ovum had made the transit of the pelvic 
cavity. The fertilized ovum may attain such 
proportions during its migration as to inter- 
fere with its passage through the tube. 

Fourth, convolutions of the tube may be 
infantile in type or there may be actual 
angulations due to adhesions. These latter 
are thought to be sequalae of pelvic infection. 

PATHOLOGY 

Nidation of the ovum at various points 
along the tube follows practically the same 
mechanism as that within the uterus except 
that it lacks the richly vascular decidua into 
which it can burrow so quickly for shelter 
and nourishment. In the tube it erodes 
through the mucosa into the muscularis. A 
pseudocapsularis is thrown over it presently, 
bleeding and clotting occur within the space 
occupied by the ovum, and its growth begins. 
If the ovum lodges in the uterine end of the 
tube, where the lumen is more narrow and 
the plications are not so deep, limited dis- 
tention is possible. Therefore, the ovum dies 
rather promptly or it may rupture and tear 
through the surrounding tissues early, even 
before the existence of a pregnancy is 
thought of by the patient. 

If in the interstitial portion pregnancy 
may develop for several weeks or even 
months before rupture because the muscle 
fibers of the uterine horn hypertrophy and 
stretch in imitation of their habit in normal 
intra-uterine pregnancy. However when 
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rupture does occur, the condition takes on 
the aspects of a ruptured uterus with severe 
hemorrhage and shock. 


In the distal end of the tube the distensi- 
bility is very great and the ovum may bur- 
row within the plications and grow for 
weeks and weeks. These patients may have 
symptoms from time to time but the symp- 
toms of rupture do not occur until late. 


The rupture usually occurs directly into 
the peritoneal cavity, but occasionally it may 
burst into the space between the folds of the 
broad ligament, so that a hematoma is form- 
ed and confined, this broad ligament hema- 
toma may be absorbed, and occasionally, if 
the embryo is not dead before rupture, an 
abdominal pregnancy develops at this site. 

Titus states “A certain proportion of the 
ampullar pregnancies and many of those in 
the fimbriated end of the tube end as tubal 
abortions.” In such cases, the pseudocapsu- 
laris ruptures from tension, this being weak- 
er than the more distensible walls of the 
tube at these sites; hemorrhage dislodges 
the ovum from its bed and forces it out to- 
ward or even through the fimbriated end 
into the peritoneal cavity where it is ab- 
sorbed. 

A tubal pregnancy may exist in combina- 
tion with a normally located intra-uterine 
pregnancy; there may be a pregnancy in 
each tube at the same time; and twin preg- 
nancies occurring in the same tube have been 
described. 

I shall not attempt to discuss true ovarian 
pregnancy or abdominal pregnancy in this 
short space of time allotted in that they are 
extremely rare. Whittenburg* of Detroit in 
the April issue of the American Journal of 
Surgery in reporting a primary ovarian 
pregnancy reviewed the literature and found 
only a total of 81 reported authentic cases. 

SYMPTOMS AND DIAGNOSIS 

Tubal pregnancy even before rupture or 
abortion is no longer an unusual condition 
to recognize. The usual history is that the 
patient has missed one menstrual period and 
irregular bleeding or spotting begins to oc- 
cur, or that the period seemed to be delayed, 
beginning a few days after its expected time 
as scanty, irregular bleeding which may have 
been prolonged over several days. 

Pain is usually noted early. Usually there 
are fleeting pains described as sharp, stab- 
bing or tearing in one side rather than a 
constant dull ache. These attacks of pain, as 
a rule, become more frequent and more 
severe as time goes on and the pregnancy 
advances and after a while may be directly 
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associated with each appearance of vaginal 
bleeding. Pain referred to the shoulder is 
quite common. Moving the cervix as by ex- 
amination or by coitus is distinctly painful, 
and this is a fairly characteristic sign of 
tubal irritation. 

Examination in the early stages does not 
always give conclusive information. How- 
ever, we may look for bluing of the vagina! 
mucosa, softening of the cervix, and en. 
largement of the fundus approximating tha‘ 
of a premenstrual state, or occasionall, 
there may be colostrum in the breasts. Th: 
Friedman or the Aschheim-Zondek test 
should be resorted to in order to determin: 
the actual existence of a pregnancy. The con- 
ditions most often confused with ectopi 
pregnancy are: threatened abortion of a 
intra-uterine pregnancy, pelvic inflammator 
disease, or small ovarian cysts. 

Rupture of the tube more often occur 
with some type of traumatism such as coitus 
the lifting of a window or a piece of furni 
ture, or a bimanual examination. But it ma: 
occur without warning while the patient i 
quiet or even asleep. I am sure most of u 
have had the unpleasant experience of ; 
tubal pregnancy being ruptured by a bi 
manual examination. In one of my cases thi 
very thing happened. The patient, very soo 
after examination, complained of feelin; 
fainty and of severe pain. She was remove: 
to the hospital and upon opening the ab 
domen, a spurting point was immediatel) 
visable in the edge of the ruptured point it 
the tube, the blood was fresh with only a few 
clots, and a normal-appearing tiny embry: 
was presently found nearby. It was quit 
apparent that rupture had occurred durin 
the bimanual examination. Therefore, al! 
pelvic examinations of such patients must 
be done with great caution, and the utmost 
care must be taken to avoid rupturing the 
sac by the exertion of even slight pressure 
or force. It would, of course, be better to 
remove these patients to the hospital before 
any such examination is made. 

We are all familiar with the classical signs 
of ruptured tubal pregnancy as the sever« 
stabbing or tearing pain in the affected side 
with faintness and dizziness or actual syn- 
cope. These indicate that the tube has rup- 
tured or that intratubal rupture of the cap 
sule with hemorrhage and abortion has oc- 
curred either into the lumen of the tube, or 
out through its end into the pelvic cavity 
Various degrees of shock appear, and this is 
often out of proportion to the amount oi 
hemorrhage, either external or intra-abdomi 
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nal. Shock and collapse become progressively 
more profound; the pulse becomes rapid and 
thready, the blood pressure falls alarmingly, 
the lips and other mucous membranes show 
a striking pallor, and the blood count is 
haracteristic of an acute and severe second- 
ary anemia. Death may follow if a larger 
iurtery is torn, but usually the lowering of 
blood pressure goes on so rapidly that hem- 
rrhage is checked thereby and clotting oc- 
urs, whereupon the patient may have an 
pisode from which she seems to be much 
etter. 


A few years ago I ran across an article 
n the Journal of Urology and Cutaneous 
teview in which an author stated that these 
‘lassical symptoms indicating shock should 
e looked upon as not symptoms of shock but 
ymptoms of impending death. 


After the free blood has had time to clot, 
he pelvic mass which it forms is readily 
valpable, being felt in the cul de sac and 
eing prominent on the affected side. The 
terus is often displaced by the mass. 

The Aschheim-Zondek test for pregnancy 
hould be made as soon as possible and while 
vaiting for the result of this test, regularly 
‘epeated blood counts should be made for 
omparison with each other. We should ex- 
ect dimution of the red corpuscles and of 
he hemoglobin. In the earlier stages the 
‘eucocytes counts may be normal even in the 
resence of fever, which is due to peritoneal 
irritation from the free blood in the ab- 
lominal cavity. In a short time the leucocyte 
count begins to increase due to the continued 
peritoneal absorption so this is an important 
point of differentiation if counts are made 
early and repeated a number of times. 

The sedimentation rate may follow the 
same lines as the white count, early it may 
not show much change but after a while be- 
comes more and more rapid so that it begins 
‘o resemble that of an infection. Most of 
these cases run a low grade fever. 

If, after a careful history and physical 
examination the results are not conclusive or 
if unexplained pain or palpation of a mass 
indicate additional pathology in the adenexia, 
pening of the posterior cul de sac protects 
he patient without materially increasing her 

isks or time of hospitalization. 

Allen, Greenhill and the late Dr. DeLee’ 
f Chicago are all advocates of this pro- 
cedure. Allen states “we are convinced that 
.e routine use of posterior -colpotomy in all 
uses of extra-uterine pregnancy, except 
ose which are gravely ill, will materially 
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reduce the serious delays in diagnosis and 
treatment as well as increase the number of 
cases in whom vaginal removal of the af- 
fected tube or overy can be undertaken.” 
They believe that colpotomy should be given 
a much more important role as a diagnostic 
procedure as well as a simple avenue of ap- 
proach to early extra-uterine pregnancy. 


TREATMENT 


Titus says, “Expectant treatment, or 
watchful waiting, in an ectopic pregnancy 
at any stage is extremely dangerous, as the 
sac may rupture at any moment and the 
patient die from the ensuing hemorrhage.” 
He also emperically states that if any doubt 
exists as to the correctness of the diagnosis 
and the patient’s condition is at all serious, 
a laparatomy should be done with precisely 
as much assurance as though the diagnosis 
were an established fact. 


There has been considerable controversy 
as to the time of operation of these cases 
but as Allen states “It seems to me the op- 
portune time is as soon as the diagnosis is 
made; chiefly because the primary cause of 
death is hemorrhage.” If shock is present or 
on the horizon supportive measures could be 
well underway before the surgical prepara- 
tion of the patient can be completed. 


Perhaps it is not best to operate at the 
very height of the first shock, when the pa- 
tient’s blood pressure is low, her pulse rapid, 
and symptoms of distress very pronounced. 
But fortunately with the modern use of 
plasma, which may be started beforehand, 
the operation might be started in a very 
short time. The anesthesia, in these cases, 
should be the simplest. This is, perhaps, open 
drop ether or ether with a high concentration 
of oxygen. H. Hudnall Ware, Jr.*® of Rich- 
mond, Virginia, states that oxygen given pre- 
operatively, during the operation, and post- 
operatively is extremely valuable in treating 
these patients. Of course whole blood, when 
it is available, constitutes the backbone of 
modern therapy. Even in our small hospitals 
blood can be obtained in a short time. 


Many modern operators make a plea for 
very conservative surgery even to the point 
of conserving a portion of the affected tube. 
This is particularly true if the ovum has be- 
come implanted in the fimbriated end of the 
tube. This, also, applies to the opposite tube 
even if it is somewhat diseased, since modern 
plastic surgery might be done later. The old 
opinion held by some that the opposite tube 
should be removed, since a recurrence of this 
condition could occur there, I feel has gone 
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by the board. Certainly no other operative 
procedures should be undertaken at the time 
of operation unless the patient is in extreme- 
ly good condition. 

In conclusion, let us be particularly aware 
of this condition so that more of these pa- 
tients may be salvaged and our mortality 
and morbidity rates be further lowered. 
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INJURIES OF THE URETHRA, THEIR DIAGNOSIS AND CARE” 


VINCENT VERMOOTEN, M.D. 
DALLAS, TEXAS 





In considering the diagnosis and treatment 
of urethral injuries, it is essential that we 
briefly review the anatomy of the urethra. 
In doing so, we realize that the urethra lies 
on the ventral surface of penis, that it is 
surrounded by a vascular body known as the 
corpus spongiosum and that, for practical 


purposes, there is little between the urethra 
and the skin on its ventral surface. Dorsal 
to the urethra on both sides we find the 
large vascular corpora cavernosa. These are 
encased in a tough capsule of fibrous elastic 
tissue known as the tunica albuginea of the 


corpora. 

Surrounding the urethra and the corpora 
is a dense fascial envelope known as Buck’s 
fascia. This extends from the glans penis 
which is merely an expansion of the corpus 
spongiousum back to the bulbous portion of 
the urethra. There it thins out considerably 
and becomes almost unrecognizable. Between 
Buck’s fascia and the skin is another well- 
developed layer of connective tissue known 
as Colles’ fascia. This extends up over the 
abdomen, it surrounds the scrotal contents 
and eventually fuses with the inferior layer 
of the urogenital diaphragm below. 

The urogenital diaphragm (triangulra lig- 
ament) stretches across the pubic arch and 
divides the urethra into the anterior and the 
posterior or prostatic urethra while that por- 
tion which lies between the leaves of the 
urogenital diaphragm is known as the mem- 
branous urethra. The urogenital diaphragm 
is such a dense, well-developed structure that, 
for practical purposes, urethral extravasa- 
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tions remain either below or above it. Cor- 
sequently, a hematoma or an extravasatio. 
resulting from an injury to the antericr 
urethra whether it involves the bulbous o- 
pendulous portion of the urethra will be 
seen as a swelling in the perineum or alon: 
the shaft or the penis or may extend up 
over the anterior abdominal wall. On the 
other hand an extravasation resulting from 
an injury to the urethra above the urogenital 
diaphragm will not be visible externally but 
may actually extend along the lumbar gutters 
to reach and surround the kidneys. 


As a result of the nature of the corpus 
spongiosum, it is fairly obvious that injury 
to the urethra, either from within or with- 
out, must also injure this spongy vascular 
structure. The cardinal evidence of injury 
to the urethra therefore is bleeding from the 
end of the penis. Any swelling is usually a 
hematoma as it is unusual for urine to be 
extravasated. In actual fact it is far more 
common for a patient with an urethral in- 
jury to have acute retention of urine rather 
than urinary extravasation. 


The urethra is most commonly injured by 
the physician. Often this is done intentional- 
ly although occasionally it may be done by 
accident. The accidental injury is usually a 
result of disease of the urethra or prostate. 
It is very easy to perforate the urethra i) 
the presence of a carcinoma. It is not difficul 
to perforate the urethra in the presence of : 
stricture, with its chronic suppuration, anc 
it is extremely common to pass a catheter or 
sound through an enlarged prostate; par 
ticularly an enlarged sub-cervical lobe. Thess 
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injuries when recognized are easily cared 
for and always evidenced by bleeding from 
the end of the urethra. 

As.an illustration: the method of attempt- 
ing to correct a urethral stricture is by a 
process which we euphemistically call “ure- 
thral dilatation” but which in actual fact is 
urethral “laceration.” The stricture, being 
composed primarily of scar tissue, can only 

» dilated by tearing the scar apart. An 

ternate method of correcting the stricture 

by the operation known as an “internal 
rethotomy.” As most of you know, the in- 

sion for this purpose is made in the mid- 

1e on the dorsal side of the urethra. This 

done for several reasons. The chief of 
hich is, as you will recall from your anato- 

y, that the tunica albuginea which sur- 

uunds the corpora cavernosa is composed of 

astic connective tissue and can readily be 
cised without much harm whereas if the 
cision were made on the ventral surface, 

‘travasation and even a urethral fistula may 

low. 

Because of the pendulous portion of the 

‘ethra is partially surrounded by the elastic 

bers of the tunica albuginea and corpora 
ivernosa, a stricture in this area is usually 

astic and consequently very difficult to di- 

ite with the hope that it will remain dilated. 
onsequently, incision of these elastic fibers 
ith a urethrotome and then keeping the 
cision open until the cut area has become 

\ithelialized is by far the most satisfactory 

ay of caring for these strictures. 


In the bulbous urethra where the corpora 


cavernosa have become separated and where 


normal connective tissue surrounds the ure- 
thra, gradual dilatation with sounds gives 
more permanent and lasting results for here 
we attempt to tear the connective tissue 
fibers in the hopes that eventually the scar 

ill remain healed without further contrac- 
tion, 

When we intentionally lacerate (dilate) 
he urethra in an attempt to cure a stricture, 
ve must constantly bear in mind that this 
must be done gradually so that only minimal 
njury is done each time. The result of ex- 
-essive trauma may be even greater scar 
‘ormation in which case the new stricture 
nay be worse than the one with which we 
tarted. Within the past two years, I have 
een in consultation a number of patients in 
hom excessive trauma at the time of ure- 
iral manipulation, caused injury to one or 
ther of the corpora cavernosa with a result- 
ig crippling deformity of the penis at the 
me of erection. It must be emphasized that 
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although the tunica albuginea of the corpora 
usually protects these structures from trau- 
ma, we must be careful in doing an internal 
urethrotomy, that the incision is kept in the 
mid-line so as not to break through into one 
or other of the corpora. Excessive dilatation 
(laceration) of a narrow urethra to permit 
the passage of a No. 28 Resectoscope follow- 
ed by the wearing of a large inlying urethral 
catheter is probably responsible for more 
urethral strictures than gonorrhea used to 


be. 


The penile portion of the urethra is the 
least common site of accidental injury except 
from gunshot wounds, deliberate mutilation 
or occasional crushing against the pubis. The 
injuries from without are, as a rule, more 
disabling and result in a much greater mor- 
bidity. Gunshot wounds, not infrequently, 
perforate the urethra. If this takes place on 
the ventral surface of the penis, a urethral 
fistula must result unless immediate repair 
is undertaken. Even then it is not uncommon 
for a fistula to follow because the epithelium 
lining both the skin and the urethra rapidly 
line the fistulous tract and so prevents it 
from healing. 


Injuries to the bulbous portion of the 
urethra are most commonly the accompani- 
ment of a straddle injury at which time the 
urethra is lacerated by being caught between 
the pubis and the object straddled. In the 
region of the bulb, Buck’s fascia is only a 
thinned-out layer and the corpus spongiosum 
is a well-developed vascular structure only 
protected by the bulbo-cavernosus, conse- 
quently a hematoma readily forms. This is 
usually manifested just below the scrotum. 
Not uncommonly in this type of accident the 
urethra is completely torn in two. If this 
happens then the laceration or rupture of the 
urethra usually takes place below the infer- 
ior layer of the urogenital diaphragm. 


When the urethra has been completely torn 
across, immediate suture and approximation 
of the torn ends gives the best results. For 
hemorrhage can be controlled at this time 
and consequently the tendency to scar forma- 
tion minimized. It used to be felt that diver- 
sion of the urinary stream was essential to 
the healing of this type of repair but I have 
found that if the repair is properly done over 
a large catheter or sound under aseptic con- 
ditions, if the urine is not infected and if the 
patient is given ample antibiotics, these re- 
pairs will not break down provided no cathe- 
ter is left in place to cause suppuration and 
provided erections do not take place. This, as 
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I have shown, can be controlled in the ma- 
jority of instances by the use of large doses 
of estrogens. 

The urethral injury which, unless properly 
managed, causes the most prolonged disabili- 
ty is that of complete rupture of the urethra 
at the apex of the prostate as a result of a 
fractured pelvis or of subluxation of the 
sympysis pubis. It is reported that about 10 
per cent of crushing injuries which result in 
a fractured pelvis are associated with a rup- 
tured urethra. In my experience, it is rare 
that these ruptures take place at any place 
other than the urogenital diaphragm when 
one considers the anatomical relations of 
these parts, it is very obvious why this 
should be. 

In the patient who has sustained an injury 
of this type, the greatest difficulty has always 
been to make a differential diagnosis between 
a laceration of the urethra, laceration of the 
bladder (either extra or intra-peritoneal) 
and complete rupture of the urethra. As 
rupture of the urethra associated with frac- 
ture of the pelvis demands immediate sur- 
gery, the diagnosis is of the utmost import- 
ance. Here again, blood coming from the end 
of the urethra indicates urethral injury. 
Strangely enough, only a minimal amount of 
blood may indicate very extensive injury 
whereas a large amount of bleeding would 
suggest that the injury is merely a laceration 
and that this laceration has not penetrated 
the deeper structures to permit extravasa- 
tion of the bleeding. If the urethra has been 
completely divided at the apex of the pros- 
tate this can, as I have shown in my article,’ 
be readily determined on careful rectal pal- 
pation. The prostate may be found missing 
from its normal position and in its place will 
be found a large boggy mass. This is prob- 
ably a hematoma for although voiding into 
the tissues through a ruptured urethra does 
sometimes occur, in my experience it is ex- 
tremely uncommon. If, on the other hand, 
the prostate can be located and can readily 
be pushed upward this would also indicate 
that it has been severed from its attachment 
to the membraneous urethra. With these 
findings further examination is unnecessary 
for immediate operation is indicated. 

In the majority of instances the patient 
will also complain of his inability to urinate. 
If he has a desire to urinate and he is unable 
to, we can be almost certain that he has a 
rupture of the urethra with reflex spasm of 
his vesical spincter and that the bladder has 
not been injured. Consequently, it would be 
very unwise to attempt to catheterize him. 
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If on the other hand he has no urethra! 
bleeding and the prostate can be felt in its 
normal position and cannot be displaced by 
the examining finger and despite an adequate 
fluid intake he has no desire to urinate, we 
may assume that unless he has an anuria he, 
in all probability, has a ruptured bladder and 
the urethra is intact. In the presence of an 
intact urethra, cystoscopic examination wi'll 
give us very accurate information regarding 
the bladder. 

In the past, it has been commonly taug!t 
that an attempt should be made to cathete- 
ize the patient’s bladder in the hope of ma‘:- 
ing a differential diagnosis when the questicn 
of a ruptured bladder or urethra is conside ~- 
ed in an injury of this type. Unfortunatel ’, 
misinformation is too frequently obtained | y 
this procedure. After successfully cathete :- 
izing the bladder and drawing off a modera e 
amount of blood tinged urine, I have secn 
150 ec. of fluid instilled into a bladder ard 
150 cc. withdrawn. Subsequently, on cyst »- 
scopic examination, I have found an exte\- 
sive laceration of the bladder through which 
at operation two fingers could be readi y 
passed. If on the other hand, a catheter ca :- 
not be passed through the urethra into tle 
bladder ( we do not know whether the patient 
has an old urethral structure, a spasm of his 
spincter or whether the catheter has pass«d 
through the urethra into the surroundirg 
tissue. Therefore, in an individual who has 
had a crushing injury of his pelvis I can 
see no need for attempting catheterization 
when an intelligently done rectal examina- 
tion will give more information. If for scien- 
tific reasons or otherwise we want some posi- 
tive information regarding injury to the ure- 
thra, this may be obtained by doing a ure- 
throgram but even this procedure is seldom 
necessary. 

The repair of a ruptured urethra associat- 
ed with a fracture of the pelvis should con- 
sist of more than just a.suprapubic cysto- 
stomy with the intention that at some later 
date, arbitrarily six weeks, the torn ends of 
the urethra can be found and anastomosed. 
This is an extremely difficult procedure. 

Whenever I have attempted to do a repair 
of this type, I have always found an ex- 
cessive amount of scar tissue present and it 
has been extremely difficult and sometimes 
well nigh impossible to mobilize the prostate 
in order to resuture adequately the torn en:s 
of the urethra. It has been customary 1 
these circumstances to leave a catheter i- 
lying in the urethra for a period of weeks 
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until the entire tract has become epithelializ- 
ed. Even after this, it is necessary for the 
patient to have urethral dilatations for most 
of the rest of his life. For that part of the 
urethra where the normal structures are 
missing will always be surrounded by dense 
sear tissue which will continue to contract. 
Some 15 years ago, when I was urological 
msultant to the Chamber of Mines in 
South Africa, I had the opportunity of seeing 
end treating many of these crushing injuries. 
that time, I improvised a method of pull- 

i g the prostate down into its normal posi- 
t on. I fastened a crosspiece on my inlying 
c theter. This worked reasonably satisfac- 
t rily but it was only after the Foley balloon 
theter was invented that we had an ade- 
iate instrument for approximating the torn 
ds of the urethra. Since then I have always 

1 ade it a practice to pass a Foley balloon 
theter through the urethra into the bladder 

:. the time of the suprapubic cystostomy and 
ploration and to make traction on the 
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catheter in order to approximate the divided 
ends of the urethra. The traction is usually 
maintained for a period of 10 days to two 
weeks. The result of this practice has been 
that it has seldom been necessary, even after 
prolonged follow-up, to dilate the patient’s 
urethra for strictures rarely form. The hem- 
atoma from the torn peri-prostatic veins 1s 
usually adequately drained and there is no 
separation of the torn ends of the urethra 
to be filled in by an epithelialized tract of 
scar tissue. 

Since the introduction of the retropubic 
approach to the prostate by Terence Millin 
of London, I feel sure that even the use of 
the Foley balloon catheter may become obso- 
lete for Millin has shown that just two or 
three sutures will hold a prostate in position 
adjacent to the urogenital diaphragm so that 
primary healing of the urethra will take 
place without scar formation. 
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‘he Association of High Blood Pressure, and Increased Pulse 
Rate As a Manifestation of Hyperglycemia in Chronic Eye, 
Ear, Nose and Throat Conditions” 
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Patients with hyperglycemia do not always 
show a glycosuria, because of a high renal 

reshold, which prevents the sugar be- 
ing passed from the blood into the urine. 
This repeated retention produces headaches, 
photophobia, lacrimation, dizziness, increas- 
ed post nasal discharge, paraesthesias, gen- 
eralized fatigue, transient scotomata and 
diplopia, which may progress to nausea and 
vomiting. 

Their symptoms make it easy for these 
cases to be mistaken for Meniere’s syndrome, 
“sinus trouble,” “loss of equilibrium,” and 
allergic manifestations for these are the 
‘bels with which they usually come, in their 
further search for relief. 

Most of these cases have negative urinaly- 

s, and normal fasting blood sugars, so it is 

t difficult to see how the hyperglycemia 

s been missed. It is with the two hour 
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Exton-Rose glucose tolerance that the hyper- 
glycemic curve is found. The one hour curve 
frequently leaves the blood sugar elevated, 
while the four and five hour glucose tolerance 
tests become boresome to the patient, there- 
fore, we use the two hour test which usually 
gives all the information desired. 


These hyperglycemic cases are usually sub- 
normal to normal in temperature, have ele- 
vated blood pressure, with rapid pulse, over- 
weight, and are especially of a stocky, red 
flushed, puffy skin complexion, along with 
the above symptoms. 

There is a tendency, once elevated blood 
pressure is discovered, to attribute all the 
patient’s discomfort to this rise in pressure. 
The patient then is left with the impression 
that whatever trouble remains, after taking 
the latest medication must be endured. 

Our medical minds are not perturbed 
further until we see patients with the same 
elevation of blood pressure and pulse who 
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have no discomforts! In fact they often 
volunteer the information that their feeling 
of well being has been enhanced rather than 
hindered by the acquisition of hypertension. 
They are not only content with it, but count 
it among their essential assets. 

Why this contrast between two such 
groups, both of which have the same eleva- 
tion of blood pressure and pulse? 

Of course, we as doctors, are consulted 
much more often by the group having com- 
plaints than those who are comfortable, so 
we wish to show a method by which many 
of these hypertension cases can be further 
helped. 

Among the positive eye findings which the 
oculists will find during the examination of 
these cases are a high incident of cataracts 
in varying stages of maturity, retinal and 
vitreous hemorrhages, occasionally an iritis, 
with or without secondary glaucoma, now 
and then an inability to read 20/20 with cor- 
recting lenses, even though the eye shows no 
obstruction to the light pathway. We have 
seen but one case, and that in an Indian 
woman, where the hyperglycemia had pro- 
duced a bilateral cyclitis with dense, round, 
posterior corneal precipitates which resulted 
in permanent reduction of visual acuity. No 
nystagmus, optic atrophy nor “micro-aneu- 
rysms” of the retinal capillaries were identi- 
fied in any of this series. 

The patient himself will show you 
often heavily injected and distended scleral, 
and conjunctival vessels, with the accom- 
panying edema of these layers, as well as 
the puffy eye lids, face and ankles. Many of 
these patients are not only overweight, but 
have a bloated edematous appearance, closely 
resembling the subcutaneous edema seen in 
cutaneous allergic reactions—for this might 
well be the basis of the edema. 

Quite a few have sudden onset of symp- 
toms as though nature had come to the 
breaking point, and unless the elevated blood 
pressure, increased pulse, overweight and 
symptoms are kept in mind, the negative 
urinalyses and normal fasting blood sugar 
may cause the examiner to halt short of find- 
ing the hyperglycemia. Many of these cases 
for years have been treated simply for hyper- 
tension, while others have had elaborate skin 
sensitization tests with both negative labora- 
tory and therapeutic results. 

After the hyperglycemia is under control 
the remainder of the headache, dizziness, 
photophobia, lacrimation and _ asthenopic 
symptoms in these hypertension cases can be 
further relieved by leveling their eyes, so 
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that each eye focuses level with its mate 
when held comfortably to a common hori- 
zontal line. This is done by finding the 
amount of strain that the extraocular mus- 
cles are collectively exerting in an effort to 
maintain the two eyes on this common line 
of focus. This strain carries the name of 
latent vertical phoria. 


Now that latent vertical phoria is suspect- 
ed, how are we to find it? Certainly not with 
momentary occlusion of the screen test, for 
this is useless in detecting this condition. The 
vertical balance may show no deviation, wi h 
or without the screen test, so unless we co- 
tinuously occlude each eye 48 hours to rel: x 
the extraocular muscles, we will miss tle 
diagnosis. After each eye has been occludd 
separately for this period of time, fusicn 
must not be permitted, or the amount of iri- 
balance will be quickly lost. 


In latent phorias the extraocular muscl:s 
still possess the ability to fuse if allowed o 
do so, even though this means the expenci- 
ture of all the muscle’s reserve. The muscl:s 
cannot remain long in this state of maximu n 
exertion, for such brings on the patient’s e: e 
symptoms. Therefore latent phorias prece: e 
heterophorias by months or years. In tle 
state of latency nature is still continuing 0 
force the extraocular muscles into ortho- 
phoria. This accounts for more symptons 
and complaints from the patient than when 
the muscles have deteriorated to the weaker 
stages, like manifest and tropia classification, 
where the muscles no longer make the effort 
to maintain fusion. 


To occlude one eye without eventually oc- 
cluding the opposite eye causes the imbalance 
in the second to be missed entirely. If the 
deviation is one of bilateral imbalance, only 
half of the latent vertical phoria will be de- 
tected by monocular occlusion. While if the 
condition is monocular imbalance and the 
affected eye is not patched, the diagnosis and 
subsequent relief of the patient is lost alto- 
gether. Therefore, each eye must be continu- 
ously occluded for two days and the readings 
of each taken before the job is finished. 


These occlusions can be made upon each 
eye weeks apart, if necessary to the patient's 
schedule of work, for this imbalance is not 
one which fluctuates from day to day nor 
week to week. Continuous complete occl- 
sions as illustrated in Figure I is superior 
to frosted lenses, for with these the patie t 
fuses when looking over or around the glas;- 
es, as well as upon removing them on reti~- 
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ing or when cleaning the glasses. The oc- 
clusion must be continuous, not interrupted 
nor incomplete. 

To prevent fusion after removal of the 
eye patch, the occluded eye is kept closed 
until a 10 degree prism base in is placed be- 
fore each eye to maintain diplopia. Then the 
amount of latent vertical imbalance is meas- 

red by having the left eye see a horizontal 
streak of light through a vertical multiple 
addox rod and a light or dot with the right 
«ye. The amount of deviation is then meas- 

‘ed by bringing the horizontal streak level 
ith the center of the dot, by adding the 

cessary vertical prism. The prism reading 

always before the right eye and is the 
nount of deviation for the eye just occluded 
r two days. These readings are made for 
stance and near, each time, with the cor- 
ctive refraction lenses in place during the 
tent vertical phoria determination, being 
ireful to add the bifocal strength for near 
the patient is a presbyope. In this manner 
tent hypo- or hyperphoria can be measured 
hether it is unilateral, bilateral or mixed 
type. 

Since the prismatic reading is always 

ade in front of the right eye, the examiner 

1ust remember to reverse the direction of 

e prism for the final left lens prescription, 

lowing occlusion of the left eye, such as 
‘wo prism right base down becomes two 
prism left base up for the patient’s left lens. 
‘The reading following occlusion of the right 
eye remains as read, such as two prism right 
base down remains two prism right base 
down for the final right lens prescription. 

Post occlusion findings will show that 
about 80 per cent of these routine refractions 
have latent vertical phoria, and it is these 
we are failing to help until their vertical 
correction is included in the glasses. This is 
proven when we see patients complaining of 
their bifocals or refusing to wear their 
vlasses continuously, even though their visual 
acuity is normal only with the refraction 
correction. They admit better vision, yet they 
fail to receive eye comfort, and it is this they 
lirst desire. When the identical refraction 
‘ndings are combined with the vertical 

risms, the patient’s behavior is immediately 
eversed, for they wear their glasses con- 
nuously rather than spasmodically. In other 
‘ords, they look through their glasses when 
‘\e vertical imbalance is corrected instead 
looking at their glasses. 

Patients notice the shift in position of ob- 

cts when the vertical prism is two diopters 

more before either eye. This is evident for 
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10 to 15 minutes, usually on putting the 
glasses on or upon removing them, for a 
period of two to three weeks. Few patients 
object to this “on and off” sensation because 
they have secured the eye comfort they set 
out to get from their oculist. Patients seem- 
ingly consult us especially when they have 
failed to receive relief from their physical 
distress and pain. After all, this is our role 
in life as physicians to the body, and to keep 
pace with the demand placed upon us we 
must have added means of diagnosing this 
commonly overlooked latent vertical imbal- 
ance. 

The procedures we use for manifest phor- 
ias and squints will not suffice in detecting 
latent vertical phorias, and since latent ver- 
tical phoria is such a common finding, every 
oculist will find scores of these compared to 
the occasional advanced case of heterophoria 
and can bring relief without surgery, which 
is always welcomed. 

Stevens has pointed out that the distress 
of one degree vertical imbalance is equal to 
14 horizontal deviation. If a vertical imbal- 
ance is found on preocclusion examination, 
it is nearly always increased after 48 hours 
of occlusion of each eye separately, which 
explains why the lesser or preocclusion read- 
ing has been credited with such importance. 
It was not the detected vertical phoria, but 
the undetected amount which was contribut- 
ing most of the patient’s eye distress. This 
is further shown by the greater relief from 
post occlusion than preocclusion findings in 
the patient’s glasses, even in cases which 
show no preocclusion vertical imbalance. It 
is the prolonged occlusion, not the momen- 
tary screening, which brings out the hidden 
phoria. Its detection is essential to the relief 
of the patient’s symptoms, otherwise the two 
eyes continue their tendency to focus at dif- 
ferent levels and maintain vertical balance 
only through maximum strain, which pro- 
duces a vicious cycle of events. 

Why do we wonder that four out of five 
refraction cases have vertical imbalance? 
Does it alarm us to find the same proportion 
having an error of refraction? Are not the 
intrinsic and extrinsic ocular muscles both 
essential in our daily work? In fact, more 
refraction cases will be found needing no 
spherical or cylindrical correction than there 
are needing no vertical correction! 

The occlusion of each eye separately does 
not demonstrate a Bell’s phenomena as some 
have claimed, for we do not sleep with one 
eye open and the other closed. Neither will 
a Bell’s phenomena explain why these oc- 
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cluded eyes deviate downward usually, rather 
than upward as in sleep, nor why one eye 
occlusion gives a greater deviation than its 
mate, nor why these deviations tend to in- 
crease if untreated, nor why there is a lack 
of return of either eye to the orthophoric 
state, as following sleep. 

No, the separate occlusion of eyes does not 
demonstrate a physiological Bell’s phenome- 
na for when we sleep both eyes are at rest, 
while in separate occlusions, one eye con- 
tinues to work at its chosen level, while the 
opposite eye takes a position of rest. It is the 
difference in the vertical levels of rest that 
we seek to determine by separate occlusion 
of each eye, for it is upon this level the eye 
prefers to work. 

Patients with one blind or amblyopic eye 
never suffer from headaches or asthenopsia 
of the latent vertical phoria type because no 
fusion effort is present and no symptoms are 
provoked. Therefore, patients with vertical 
imbalances must have binocular vision, and 
the nearer equal the vision of each eye, the 
more certain they are to develop symptoms 
in their effort to fuse upon a common level. 

The primary position readings in this 
shortened procedure are the only measure- 
ments made so it condenses Marlow’s tech- 
nique to an office routine, taking but a 
minute or so to determine. It does not tell us 
the individual or exact muscles at fault, in- 
stead it is a summary of the vertical de- 
ficiency of the muscles acting collectively, 
not individually. We use our eyes chiefly in 
the primary position or mild deviations from 
that, and here the position is determined by 
collective action of the extrinsic muscles. So 
the emphasis is placed on the axis where we 
work the most, for in relieving the major 
strain, nature usually compensates for the 
lesser or individual muscle deviation. We are 
not contemplating surgery, so are not as 
desirous of determining the individual or 
number of muscles at fault, as we are to 
know the position the eye takes when the 
collective action of the extraocular muscles 
is taking place without strain in the primary 
visual axis. Here the eyes do their major 
work, which makes it our major concern. We 
have no quarrel with those who insist upon 
knowing each muscle’s finding in its field of 
action; instead we are contracting the pro- 
cedure into a practical office routine so more 
people can be helped. 

Latent vertical phoria is associated com- 
monly with some endocrine dysfunction but 
it does not tell us the individual gland at 
fault, nor its rate of activity. Here again it 
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gives us a summary and not a diagnosis, 
much as a thermometer is an indicator of 
fever or the lack of it. Latent vertical phoria 
merely helps us to orient the patient’s type 
of trouble, in these cases of hypertension 
with rapid pulse and hyperglycemia. 

Those cases with elevated blood pressures 
and elevated pulse, obese, having nocturia, 
loss of weight, and increased dizziness wil] 
show hyperglycemic glucose tolerance curves 
in many instances, even in the absence of 
glycosuria. In bilateral oopherectomies, the 
diagnosis is self-evident. Most of those cas: 
with subnormal temperature, low blood pre 
sure, slow pulse and edema will be subnorm 
thyroids. At puberty, during and short y 
following pregnancies, and again at tle 
menopause, distinct increases in latent vert 
cal phoria are found, so its endocrine co 
nection has but to be sought to understa1 
the cause more fully. 

Uneven orbits may account for some « 
these muscle anomalies, and trauma such «s 
car wrecks, football, boxing and wrestlin:, 
head injuries, produce latent vertical phor 
symptoms and can be relieved by vertic 
prism inclusion, but the great majority seen 
endocrinal in origin and ‘can be classific 
after appropriate laboratory and clinical pro- 
cedures have been made. 

Unless the endocrine cause is correcte, 
latent vertical phoria tends to increase so our 
duty extends farther than the glass pre- 
scription. 

For a guide we have taken the followi: 
readings as normal: 

1. Temperature 98.6. Those readings be- 
low this were considered subnormal, while 
those above were elevated. 

2. Any systolic blood pressure of 140 
hg/mm or above for any age was considered 
elevated, and the same was done for &5 
hg/mm diastolic readings. The more the ac- 
vanced age patients surpassed these figures 
the more intently we sought a two hour 
Exton-Rose glucose tolerance reading, and as 
the young patient approached these readings 
the same was true. 

3. The rested pulse rate of 72 in the maie 
and 80 in the female for the ages included 
in this series, was taken as the normal 
counts. 

Of 213 cases studied, 78 or 36 per cent 
gave sufficiently high glucose tolerance rea- 
ings to warrant being classified as hype’- 
glycemia cases. The age limits in this serics 
extend from four and one-half to 93 years. 
There are 73 males and 140 females within 
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this age selection. All had recurring or 
chronic conditions of either the eye, ear, 
nose or throat area, indicating that hyper- 
glycemia produces more pronounced symp- 
toms in the cranial nerve region than in the 
spinal nerve portion of the body. 


The averages for temperature in the 78 
hyperglycemic cases in this series were 98.4, 
‘stolic blood pressure for adults 161, sys- 


‘slic blood pressure for children 88, diastolic 


lood pressure for adults 89, diastolic blood 
‘essure for children 57, pulse rate 88, fast- 
g blood sugar 113, glucose tolerance blood 
gar at 30 minutes 172, at one hour 224, at 
vo hours 191. 


We left it with the family doctor to treat 
id classify the condition as he thought best, 
vr he is the most capable of determining, 

\ hether the hyperglycemia is due to diabetes 
ellitus, overweight or kidney dysfunctions, 
tuitary, adrenal, thyroid hyperfunctions, 
‘trauma and the like. Our part as oculists 
to detect, rather than treat these systemic 
inditions. 


CONCLUSIONS 


Elevated blood pressure, and fast pulse in 

1e presence of a normal or subnormal tem- 
perature are frequently enough associated 

ith hyperglycemia to warrant doing two 
hour Exton-Rose glucose tolerance tests rou- 

nely in these cases. Otherwise the hyper- 
vlyeemia will be undetected since single 
rine, post meal and 24 hour urines are 
negative for sugar in the majority of these 
cases. The fasting blood sugar usually is not 
elevated, therefore, the two hour test is 
necessary to show the type of blood sugar 
curve. 


Overweight, short neck, stout individuals 
predominate in this group, and cataracts are 
so frequently seen that the hyperglycemia is 

ispected of being a contributing cause. 
rherefore, two hour glucose tolerance curves 
are indicated prior to cataract extraction and 

elps prevent intraocular hemorrhage so 
prevalent in these cases. 


Latent vertical phoria is constantly found 

elevated blood pressure and fast pulse 
ses, and upon inclusion of the vertical cor- 
‘ction in their lenses, the dizziness, photo- 
\obia,- lacrimation and asthenopic symp- 
ms are further relieved, even-after control 
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FIGURE 1 

The occlusion is complete and 
continuous for at least 48 
hours to each eye separately. 
Shows, driving, reading, etc., 
permitted with the opposite eye 
during the occlusion period. No 
pressure is made on the eye 
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of the blood sugar, in 
non-cataract cases. 
In post operative 
bilateralcataract 
cases, which have 
less than thre diop- 
ters difference in the 
refraction of the two 
eyes the diplopia, 
photophobia, | ac r i- 
mation and asthenop- 
ic symptoms are like- 
wise usually relieved 
by inclusion of the 
latent vertical phoria 
correction in their 
lenses for constant 


patehed. wear. Therefore, 
there is less hesitation in giving the post- 
cataract binocular vision when the eyes can 
be made to work together comportably. 

Latent vertical phoria is a constant finding 
in endocrine dysfunctions, and although it 
does not indicate the gland involved, nor its 
rate of activity, it points to the endocrine, 
as the seat of trouble, much the same as a 
thermometer indicates fever, without dis- 
closing its origin. 

Latent vertical phoria should enter into the 
differential diagnosis in suspected cases of 
Meniere’s syndrome, “sinus” and “sick” 
headaches, “loss of equilibrium,” train and 
car sickness, and is present in approximately 
80 percent of routine refraction cases. 

Hyperglycemia is a frequent cause of 
chronicity in conditions of the eye, ear, nose 
and throat area, especially in chronic sinusit- 
is and cataracts, and is readily suspected by 
finding an elevated blood pressure, with 
rapid pulse in the presence of a normal or 
subnormal temperature, even, with a nega- 
tive urine test, and normal fasting blood 
sugar. 
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DR. HOPPS: The diagnosis for this morning 
is probably obvious to all of you who had 
time to study the protocol. Despite this, there 
is much to be learned from this case regard- 
ing differential diagnosis and course of the 
disease. We are fortunate in having with us 
Dr. Rucks to analyze and discuss the clinical 
data. 

PROTOCOL 

Patient: P. R., white female, age 51; ad- 
mitted January 8, 1946 ; died January 11, 
1946. 

Chief Complaint: Weakness — two and 
one-half years, weight loss, pain in abdomen. 

Present Illness: This 51-year-old white fe- 
male dated the onset of her illness to two 
and one-half years prior to admission to the 
hospital, when she first noted a mass in the 
left upper abdomen. This mass progressively 
increased in size, and there developed weak- 
ness, loss of weight and abdominal pain, par- 
ticularly in the left side. Pain in the back 
was a prominent symptom for which she re- 
ceived chiropractic therapy. She had never 
consulted a physician. 

Physical Examination: This was a jaun- 
diced, emaciated white female, with a gross- 
ly distended abdomen, equivalent to a nine 
months pregnancy. The diaphragm was “ele- 
vated” bilaterally and moist rales were heard 
in the right base. The heart was displaced 
to the left and upward. A precordial systolic 
murmur, loudest over the mitral area, was 
heard. The spleen was markedly enlarged 
and extended well below and a few centi- 
meters to the right of the umbilicus. The 
splenic notch was easily palpated. Severe 
pain was elicited upon pressure over the 
sternum. 

Laboratory Data: Urinalysis revealed no 
abnormality. The red blood count was 2.7, 
the white blood count 750,000 with 95 per 
cent polys (myeloblasts 29 per cent, promye- 


locytes 25.5 per cent, myelocytes 23 per cen , 
juveniles 6 per cent, stabs 2.5 per cen, 
eosinophilic myelocytes 2 per cent, basophil ¢ 
myelocytes 1.5 per cent) and 4 per cert 
lymphocytes. The total protein was 5.8 Gr». 
per cent. The blood Mazzini was “doubtful ’ 
The blood Wassermann was negative. 

Clinical Course: The patient did not ea. 
The temperature fluctuated from normal to 
101°. The pulse ranged between 90-110. 01 
the third hospital day, she had epistax s 
which totaled approximately 200 cc. before 
it could be controlled by a nasal pack. Fo - 
lowing this episode, the patient was very 
weak and in a semi-comatose state. She ex- 
pired during the evening with a termin:! 
temperature of 105.6°. She had received one 
transfusion of 500 cc. of blood. 


CLINICAL DIAGNOSIS 

DR. RUCKS: The clinical record, as we have 
it here, is quite brief. The patient’s age was 
51; she entered the hospital acutely ill and 
died in three days. Symptoms relative to this 
illness had apparently existed for two and 
one-half years. It is interesting to note that 
the first sign of illness was an abdominal 
mass. As we read of the patient’s hospital 
course and note the laboratory findings, we 
immediately come to the positive and un- 
questioned diagnosis of leukemia. Let us ig- 
nore this data for a moment however, and 
consider possible diagnoses based upon pres- 
ent illness and physical findings alone. 

Certainly the most striking change was the 
marked splenomegaly and we presume that 
splenic enlargement was the basis for the 
left upper abdominal mass which the patiert 
observed two and one-half years before her 
death. If there was an associated lymphade- 
nopathy (which is probable) it is not mer- 
tioned here. Chronic myelogenous leukemia 
typically produces marked splenomegaly ani 
we would certainly consider this as a likely 
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possibility. In this same general category, 
Hodgkin’s disease must be entertained. Lym- 
phatie leukemia will produce splenomegaly, 
but not usually to this marked degree. In this 
condition lymphadenopathy usually predomi- 
rates. Cirrhosis of the liver frequently causes 
olenomegaly and this may be quite marked, 
especially if the cirrhosis is associated with 
Lanti’s syndrome. Another form of so-called 
_ypersplenism which would produce spleno- 
riegaly is familial hemolytic jaundice. These 
onditions could also account for anemia, 
eight loss and weakness. One sees very 
rge spleens among the natives in countries 
here malaria is endemic and there are re- 
ated infections year after year, but such 
rarely seen in this locale. Subacute bac- 
rial endocarditis can bring about consider- 
le enlargement of the spleen, anemia, 
eight loss and progressive weakness. Ulti- 
iately one expects evident embolic phenome- 
1. Oft times, however, the diagnosis is long 
layed in this condition because of its 
ither vague protean manifestations. When 
e learn of the very marked leukocytosis 
id large number of circulating blast forms, 
vere is little doubt but that we are dealing 
ith a victim of leukemia. A so-called leuke- 
oid reaction can mimic the picture of leu- 
emia within certain limits, however. This is 
sually associated with profound infections, 
ie count rarely exceeds 250,000, and the 
igh percentage of blast forms which was 
served in this case, is not seen. A leuke- 
oid reaction rarely occurs in bacterial endo- 
irditis. It is not uncommon to observe it in 
whooping cough. 


Abdominal pain in leukemia is not uncom- 
mon, especially if there is marked enlarge- 
ment of the spleen. Stretching of the capsule 
and oecasionally the mere weight of a large 
spleen will cause abdominal distress. The 
pain in the back, of which this patient com- 
plained, may have been an effect of osseous 
ukemic involvement with periosteal irrita- 
‘ion of dorsal and lumbar vertebrae. There 
‘ere moist rales in the right lung base. Pa- 
tients with marked splenomegaly often have 
ales which are an effect of partial (com- 
ression) atelectasis due to elevation of the 
‘liaphragm by pressure from below. In this 
ase circulatory failure probably played a 

iusal role in death. The patient might have 

ad rheumatic endocarditis, but this is un- 
kely. The systolic murmur was probably an 
fect of anemia. 


A hemorrhagic tendency is common in 
cute leukemia. It is not so common in 
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chronic leukemia. This patient had epistaxis. 
Knowing the clinical story and that the pa- 
tient had 750,000 white blood cells/cu.mm., 
one would make a diagnosis of chronic leu- 
kemia. This is quite in keeping with the de- 
gree of splenomegaly and the duration of 
life after splenomegaly first became evident. 
As a rule patients with chronic leukemia 
present a majority of differentiated leuko- 
cytes and a relatively small percentage of 
blast forms. It is quite atypical that this pa- 
tient should have had such a high percentage 
of blast forms. Despite this, on the basis of 
clinical evidence, we must conclude that this 
patient had chronic myelocytic leukemia. 


CLINICAL DISCUSSION 

DR. HOPPS: Would you care to speculate as 
to the precipitating cause of death? 

DR. RUCKS: The cause of death, I think, is 
difficult to say. Because of this patient’s ane- 
mia, in connection with increased metabolic 
requirements brought about by leukemia and 
fever, I presume that she died of peripheral 
circulatory failure. This is not a satisfactory 
answer. 

QUESTION : Do you attribute the abdominal 
enlargement entirely to splenomegaly? 

DR. RUCKS: I believe so. There is no men- 


tion of bulging flanks or shifting dullness. 

QUESTION : How do you explain the jaun- 
dice? 

DR. RUCKS: I do not know. There may have 
been intervascular hemolysis, but I know of 
no good reason why this should have occur- 
red. 


QUESTION : What is the significance of ten- 
derness over the sternum? 

DR. RUCKS: In chronic myelocytic leukemia 
there is often a soreness of the sternum. 
Frequently the patient will not be aware of 
this until tender areas are demonstrated to 
him. This is thought to be due to interstitial 
infiltration with bony resorption, etc. It is 
present in about 75 per cent of patients with 
leukemia. 

ANATOMIC DIAGNOSIS 

DR. HOPPS: This patient did have chronic 
myelocytic leukemia and practically all of 
the points that Dr. Rucks brought out were 
confirmed at necropsy. Abdominal distention 
was largely an effect of splenomegaly. The 
spleen weighed 3,750 grams, approximately 
25 times the normal! It extended to within 
three centimeters of the symphysis pubis. 
Chronic myelogenous leukemia produces a 
degree of splenomegaly which is not equalled 
in any other condition. The abdominal pain 
of which the patient complained is explained 
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in part, at least, by several infarcts in the 
spleen, up to five cm. in diameter, and of 
varying age. Multiple infarcts are usually 
found in any spleen which has become mark- 
edly enlarged. These are probably related to 
the marked increase in requirements of 
blood. Since splenic infarcts always involve 
the peritoneal surface, abdominal pain is an 
expected symptom. Thus, episodes of upper 
left abdominal pain may be expected in any 
condition associated with marked splenome- 
galy. The liver too contributed to abdominal 
distention. It weighed 5,600 gm., approxi- 
mately four times the normal. The spleen 
had displaced the liver to the right and the 
liver extended down to within two cm. of the 
symphysis pubis. The marked enlargement 
of these two organs caused marked elevation 
of both domes of the diaphragm and basilar 
atelectasis of both lungs as Dr. Rucks had 
surmised. There was no pneumonia. The 
heart was of normal weight but was slightly 
dilated. The myocardium was flabby and ex- 
hibited marked fatty change. It was arrested 
in diastole and this picture is compatible 
with Dr. Rucks’ conclusion that the immedi- 
ate precipitating cause of death was heart 
failure. 

A major factor leading to the heart failure 
was a condition which was entirely unsus- 
pected clinically. Speaking in more usual 
terms, this patient died of acute suppurative 
peritonitis. There was approximately 500 cc. 
of yellow gray, creamy, purulent fluid free 
in the peritoneal cavity. This had its origin 
in acute suppurative appendicitis; the ap- 
pendix had ruptured. Many patients have 
hyperpyrexia as a terminal episode. The 
terminal fever in this instance however, was 
an unrecognized manifestation of peritonitis. 
This brings out an important point in rela- 
tion to leukemia, one which is often ignored. 
This patient had 750,000 white blood cells/ 
cu. mm. Actually, she had relatively few ma- 
ture leukocytes which could combat an in- 
fectious process. So far as function of leuko- 
cytes is concerned, she might as well have 
had agranulocytosis. The more immature the 
leukocyte, the less effectively it functions in 
combating infection. Still another handicap 
which this patient was unable to overcome 
was that of protein malnutrition. It has been 
clearly demonstrated, by Cannon and co- 
workers, that essential amino acids are re- 
quired for the production of antibody globu- 
lin. With a marked deficiency of protein such 
as this woman had, the ability to form anti- 
bodies, in response to infection, must have 
been markedly decreased. 
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Two things remain to be explained: the 
hemorrhagic tendency and the jaundice. 
Hemorrhagic diathesis is common in len- 
kemia and often this is associated with 
thrombocytopenia. Many times, however, 
hemorrhages occur despite normal platelet 
levels. It seems that the major factor relating 
to abnormal bleeding, in patients with leu- 
kemia, is a marked increase in capillary 
fragility. The basis for this is unexplained. 
In our case of today; there were recent hem- 
orrhages in the gastric mucosa, in addition 
to those in the nasal mucosa and sclerae. Th's 
patient’s jaundice was hepatic (hepato-celli- 
lar) in origin. There was marked leukemo d 
infiltration of this organ with resultant di’- 
fuse degenerative changes, so-called pare) - 
chymatous degeneration, and also conside- 
able fatty change. In addition, there were 
focal areas of necrosis related to sma'! 
thrombi in central veins. 

Our final anatomic diagnosis was: 

Chronic myelogenous leukemia with very 

marked involvement of the spleen, liver 
and bone marrow, with lesser involve- 
ment of the lymph nodes and supraren: | 
glands and with petechial hemorrhag¢s 
in the sclerae and gastric mucosa, ani 
with a single focus of amyloid infiltr:- 
tion in a parabronchial lymph node. 

Acute suppurative peritonitis (streptococ- 

cal) and acute suppurative appendicitis 

Focal necrosis, focal areas of infarction 

and recent thrombosis of triadal vessels 
in the liver 

Focal necrosis with hemorrhage in the 

suprarenal gland 

Moderate hypertrophy and dilatation of 

the heart 

Marked fatty change in the heart and liver 

(small vacuole) 

Marked parenchymatous change in the 

liver and kidneys with icteric nephrosis 

Icterus, slight 

Anemia (clinical diagnosis) 

Malnutrition (protein and vitamin defici- 

ency) 


DISCUSSION 

QUESTION : Might the terminal infection be 
an explanation of the unusual percentage of 
immature leukocytes reported in the differ- 
ential count? 

DR. HOPPS: I believe it is more likely that 
this represents a terminal shift to the lefi. 
We frequently observe a marked change i 
the blood picture in leukemia as a termine! 
episode. 
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MILESTONES 


SEARLE 


RESEARCH 
IN THE SERVICE 
OF MEDICINE 


ary 


(1578-1657) 


Discovered and 
demonstrated the circulation 
of the blood 

and the 

heart’s function. 


A most important milestone in cardiotherapy 
was the introduction of Aminophyllin. 

Its action in stimulating the myocardium 

to increased vigor of contraction 

results in augmented cardiac output 

and increased work. 


SEARLE AMINOPHYLLIN® 


—has exhibited its efficacy also 
in relieving bronchial asthma, 
paroxysmal dyspnea and restoring 
Cheyne-Stokes respiration to a 
more normal rhythm. 


G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 


*Searle Aminophyllin contains at least 80% 
of anhydrous theophylline. 
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Our Councilors have done a fine job in arranging to attend 
the meetings held already this year. There are several meetings 
planned for the rest of the year. I feel that each Councilor will do 
his utmost to attend these important meetings. 


The position of Councilor carries with it inconvenience and 
loss of time from practice of medicine, and the only recompense is 
self-satisfaction from serving the medical profession. Since each 
Councilor makes a sacrifice to serve and since he wishes to carry 
out the will of the doctors in his area, he should be informed of 
their opinion. 


Every member of the profession and especially the officers of 
the county medical societies should give their elected Councilors 
every possible consideration. Each should inform the Councilor of 
their problems in order that at the regular meetings intelligent 
discussions can be held on each problem. 


Now that the summer is over and regular meetings will be 
held by the county societies, I hope each society will make an effort 
to have their problems presented through their Councilors; effici- 
ency will be increased, and our State Association will be able to 
better serve the profession. 


President. 
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So does the physician 
enter into trusting “partner- 
ship’’ with the ethical preparations 


bearing this well-known name 
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GENERAL NEWS 











EIGHTEENTH ANNUAL CLINICAL 
SOCIETY SeT 


The Oklahoma City Clinical Society is again antici- 
pating an outstanding meeting this year with dates for 
the eighteenth annual conference set for October 25, 26, 
27 and 28, at the Biltmore Hotel, Oklahoma City. 

The registration fee of $15.00 includes the clinical 
pathological conference, general assemblies, postgradu- 
ate courses, round table luncheons, smoker, dinner meet- 
ings and commercial exhibits. 

Seventeen distinguished guest speakers are slated to 
address the conference." Among the guest speakers are 
Morris Fishbein, M.D., Editor, J.A.M.A., Chicago; J. W. 
Conn, M.D., medicine, University of Michigan School of 
Medicine, Ann Arbor, Michigan; Katherine Dodd, M.D., 
pediatrics, University of Cincinnati School of Medicine, 
Cincinnati, Ohio; John G. Downing, M.D., dermatology, 
Boston University School of Medicine, Tufts College 
Medical School, Boston; Lawrence 8S. Fallis, M.D., sur 
gery, Wayne University College of Medicine, Detroit; 
Arthur B. Hunt, M.D., obstetrics, University of Minne- 
sota Graduate School, Mayo Foundation, Rochester, 
Minn.; R. H. Kampmeier, M.D., medicine, Vanderbilt 
University School of Medicine, Nashville, Tenn.; Frank 
R. Look, M.D., gynecology, Bowman Gray School of 
Medicine of Wake Forrest College, Winston-Salem, North 
Carolina; and 

William P. Longmire, M.D., surgery, Johns Hopkins 
University School of Medicine, Baltimore, Md.; Tracy 
O. Powell, M.D., urology, College of Medical Evangelists, 
Los Angeles, Calif.; David G. Pugh, M.D., roentgenology, 
University of Minnesota, Graduate School, Mayo Foun- 
dation, Rochester, Minn.; Harold G. Scheie, M.D., oph 
thalmology, University of Pennsylvania School of Medi- 
cine and Graduate School, Philadelphia, Pa.; Allen F. 
Voshell, M.D., orthopedics, University of Maryland 
School of Medicine, Baltimore, Md.; Theodore E. Walsh, 
M.D., otolaryngology, Washington University School of 
Medicine, St. Louis, Mo.; Owen W. Wangentsteen, M.D., 
surgery, University of Minnesota School of Medicine, 
Minneapolis, Minn.; Theodore A, Watters, M.D., neu- 
rology, consultant neurologist, New Orleans, La.; and 
John B. Youmans, M.D., medicine, University of Tlinois 
College of Medicine, Chicago, Tl. 





FIGURES RELEASED ON 
V.A. PAYMENTS 


Figures released by the Muskogee Regional office of 
the Veterans Administration indicate that members of 
the state medical association serving that pertion of the 
state received $11,000 for the month of July, in payment 
for services rendered under the Veterans Home Town 
Medical Care Plan. Like figures for the Oklahoma City 
regional office are not available at this time. 

Considering that approximately 60 per cent of the 
veterans of Oklahoma reside in the Oklahoma City region 
it can be reasonably estimated that payments by the 
Oklahoma City office for the same period would be 
approximately $16,500. 

It is anticipated that comparable monthly reports will 
be available from both Veterans Administration offices 
which will be a true reflection of payments made under 
the plan in the future. 


PUBLIC POLICY AND 
SUB-COMMITTEES MEET 


The Public Policy Committee of the Oklahoma State 
Medical Association met Sunday, August 1, to mak 
plans to put the public relations program as adopte:! 
by the House of Delegates, into effect. As a means o° 
achieving that purpose, dates were set for meetings 
the subcommittees. Representatives of the Woman 
Auxiliary have been invited to serve in an advisor 
capacity on the public relations committee and its si 
sub-committees. Mrs. Charles A. Smith is the represent: 
tive of the Auxiliary on the public relations committe: 


The newspaper sub-committee met August 8 whe 
plans were developed for improving the relationship b 
tween the medical profession and the press throug 
personal contacts with the members of the press throug! 
out the state and encouragement of better cooperatio 
by members of the profession. Paid newspaper adve 
tising was discussed and it was agreed that it would n 
be resumed until it is possible to develop a progra: 
which will be more satisfactory to the members of tl 
profession as a whole. In the meantime a program « 
press releases on health topics of interest to the gener: 
public will be carried out, keeping in mind that such 
program to be successful, must be supplemented fro 
time to time with paid advertising. Mrs. Robert Howar 
is the Auxiliary representative on the newspaper con 
mittee. 

Sunday, August 15, was the date of the radio sub-con 
mittee meeting when it was reported that five radi 
stations, KOCY Oklahoma City, KTUL Tulsa, KAD 
Ada, KSPI Stillwater, and WBBZ Ponca City, are no\ 
broadeasting the ‘‘Tell Me, Doctor’’ series. While tents 
tive arrangements haye been made for the series to b 
broadeast by the stations at Woodward, Enid, Bartles 
ville, Muskogee, Durant, and McAlester, all of whic 
can be expected to begin the series in the very nea 
future. Mrs. Ralph Rucker, Bartlesville, represented th 
Auxiliary at the radio meeting. 


The radio committee requested the Auxiliary to cor 
duct a survey to determine the listener audience of th 
programs which are now being broadcast in an effort t 
find out whether or not the program is effective. Th 
Auxiliary was also requested to make a survey amon 
its own members to be used as a basis for recommenda 
tion to the committee as to the type of radio publicit 
which they believe will offer the most effective listene 
appeal. 

Another meeting of the radio sub-committee is slate 
for October 24 at 7 p.m. at the Skirvin Hotel, Oklahom 
City. It will be a dianer meeting. 


O.S.M.A. CALENDAR SET UP 


Mimeographed calendars for the months of August 
September, October, November and December have bee 
prepared by the executive office of the Oklahoma Stat 
Medical Association and have been sent to all officer 
and committee members. The calendars have a separat 
sheet set up for each month with all meetings of interes 
to O.S.M.A. members marked in the various squares fo 
each date. Committee members named to attend th 
meetings are also designated on the calendar. 
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AMNIOTIN is the only complex of natur- 


MQ ally occurring mixed estrogens for use by 


three routes — intramuscularly . . . orally... 


intravaginally. 


For individualized therapy, AMNIOTIN 
permits dosages of 1,000 to 50,000 L.U. 


Thus, you can treat wide variations in the 
degree and type of symptoms with a 


marked uniformity of clinical response. 


AMNIOTIN 


complex of naturally occurring mixed estrogens 


Ampuls and Vials 
Capsules (oral) 
Pessaries (Capsule type) 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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RESEARCH FOUNDATION 
RECEIVES $25,000 CHECK 


A $25,000 check from the Damon Runyon Memorial 
fund was sent from New York recently to the Okla- 
homa Medical Research Foundation, Hugh G. Payne, 
foundation general manager, announced. 

In a letter to Governor Turner, Sherman Billingsley, 
former Oklahoman who now owns New York’s Stork 
Club, explained the entire sum is to be used for cancer 
research. Billingsley said the check had been given to 
him by Walter Winchell, president of the Damon Run- 
yon Memorial fund. 

The initial contact in interesting Runyon Memorial 
fund directors in the state foundation was made by Dr. 
Waldo Stephens, who called upon Billingsley. A few 
weeks ago the foundation’s visitation committee, headed 
by building chairman William T. Payne and research 
committee chairman Dr. Henry H. Turner, made further 
representations to the memorial fund committee. 

The bequest, first of its size to be received from a 
national organization, is the second $25,000 check re- 
ceived by the foundation this summer. In July, the 
Frank Phillips Foundation donated $25,000. 

The large contribution raised the total collected by 
the foundation since its inception to $2,263,570. Total 
sought by the foundation is $3,000,000. 


MEDICAL SCHOOL SPONSORS 
POSTGRADUATE COURSE 


In an endeavor to make it possible for doctors 
throughout the state to continue their postgraduate edu- 
cation, the University of Oklahoma School of Medicine 
is again sponsoring a one day postgraduate review. The 
course will be on obstetrics and will be held at Hillerest 
Memorial Hospital, Tulsa, Thursday, September 30, 1948. 

Dr. Arthur A. Hellbaum, who is in charge of the 
postgraduate program of the medical school, stated that 
the medical school is most desirous of continuing this 
type of postgraduate study if sufficient interest is shown 
on the part of the physicians. Dr. Hellbaum further 
pointed out that the school is making every effort to 
make these programs both instructive and practical. 

Dr. William F. Guirriero, associate professor of ob- 
stetrics and gynecology, Southwestern Medical College, 
Dallas, Texas, will be the special guest lecturer. In ad- 
dition to Dr. Guirriero, a number of the obstetricians 
from Tulsa will contribute to the program. 

This session is planned especially for those physicians 
in general practice who are interested in a review of 





obstetrics. 





COUNCILOR DISTRICTS; 
COUNTY OFFICERS TO MEET 


The’ second post-war meeting of all secretaries and 
presidents of county societies of the Oklahoma State 
Medical Association is called for 10 a.m., September 19 
at the Skirvin Hotel, Oklahoma City. 

The principle topic of discussion for the county offi- 
cers will be reorganization of county societies and pos- 
sible redistricting of the state into new councilor dis- 
tricts. Reorganization of county societies will involve 
rechartering and the preparation of constitutions for 
those societies which have none and a revision of those 
constitutions which may require it. 

The public relations program will also be presented to 
the county society officers in an attempt to work out a 
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practical means for putting it into effect throughout 
the state. 


Councilor district meetings have been set for the last 
week in September and the 11th to the 15th of October 
and it is hoped that more defailed information can be 
given to the councilor districts following the county 
society officers’ meeting. 


Councilor district meetings are as follows: Distric 
six, September 27; District seven, September 28; Distri 
10, September 29; District nine, September 30; Distric 
eight, October 1; District three, October 11; Distri 
one, October 12; District two, October 13; District five, 
October 14; and District 4, October 15. 





SOUTHERN MEDICAL ASSOCIATION 


The 42nd Annual Meeting of the Southern Medi 
Association will be held at Miami, Florida, Octobe 
25-28 with the Dade County Medical Association 
sponsor. 

At a meeting of the Executive Committee on July 24 
Dinner Key was selected as general headquarters f 
the following: registration, all section meetings, sci 
tific, technical and hobby exhibits, and motion pictures. 
Dinner Key (the former Pan American Air Depot) 
10 minutes’ ride from the general hotel headquarte 
and makes it possible to hold all of the above activiti 
in one location. There is parking space for over 10(( 
automobiles around the main building. 

The evening programs, which will include the gener 
public session, the general session and the president's 
ball, will be held at the Municipal auditorium. T! 
auditorium is just off Biscayne Boulevard and is on'y 
a short distance from the general hotel headquarters. 

Hotel reservations will be handled by the Hotel Cor- 
mittee, Southern Medical Association Meeting, c/o Ciiy 
of Miami Convention Bureau 320 N.E. Fifth St., Miam 
32, Fla. Since the meeting is being held earlier tha: 
usual, all requests for rooms should be made immedci- 
ately. 

There will be 21 section meetings, two general ses 
sions, one conjoint meeting (American College of Che 
Physicians, Southern Chapter) and the ‘‘Miami Day 
general clinical sessions. 





MAKE UP ATTENDANCE URGED 
IN POSTGRADUATE COURSE 


Good attendance has been reported in the teaching 
centers for the eighth circuit of the postgraduate cour 
in gynecology now being conducted in Woodward, Guy 
mon, Alva and Enid. 

Physicians who have missed lectures in the precedii 
teaching centers are urged to make up these lectures 
the most convenient of the above centers. Lectures are 
held at Woodward on Monday nights a 8 o’clock at th 
high school; Guymon Tuesday at 8 p.m. at the cour 
house; Alva Wednesday at 8 p.m. at the Stephenson 
LaFon Clinic; and Enid Thursday at 7:30 p.m. at t 
Hotel Youngblood. The lectures will be held at the same 
hour on the same day of the week in each center for t 
remainder of the course which is being given by J. 
B. Branch, M.D. 

The next and last circuit will begin the week of Oc 
tober 18 in the following teaching centers: Guthrie 
Clinton, Watonga, El] Reno and Oklahoma City (colore 
Announcement letters will be mailed soon and all pl 
sicians in this area are asked to mail their enrollme: 
to the state office promptly. 
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During the last two pollen seasons, the effectiveness 

of Pyribenzamine hydrochloride in hay fever has been 
demonstrated repeatedly . . . 84% of 288 cases’ — 78% of 588 cases" 
— 82% of 254 cases. 


Side effects are few and for the most part mild: — “No serious side effects 
have been noticed in any patients.”'” “In our opinion, reactions 
to Pyribenzamine are minimal and seldom necessitate stoppage 
of the drug.”“’ The usual adult dose is 50 mg. four times daily. 
1. Anpesman, C. E.: N. Y. State Jl. of Med., 47: 1775, 1947- 
2. Loveress, M. H.: Am. Jl. of Med., 3: 296, 1947. 
3. Bernstein, Rose and Feinsenc: Ill. Med. Jl., 92: 2, 1947. 
4 


. Osponne, Jonpon and Rauscu: Arch. of Derm. & 
Syph., 55: 318, 1947. 


PyriBENZAMINE SCORED TABLETs, 50 mg., bottles of 50, 500 and 1000. 
PyriBENZAMINE Exrxir of 5 mg. per cc., bottles of 1 pint and 1 gallon. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba ® 


PYRIBENZAMINE (brand of tripelennamine)—Trade Mark Reg. U.S. Pat. Off. 2/1371M 
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A.C.P. PROGRAM IS ANNOUNCED 


The Oklahoma Regional Meeting of the American 
College of Physicians will be held at the Mayo Hotel, 
Tulsa, September 25. This is a renewal of previous 
similar meetings. The A.C.P. Oklahoma Regional Meet- 
ing was held in Oklahoma City last year. All physicians 
are invited to attend. The tentative program has been 
announced and is listed below: 
9:30-10:00 Registration—Jr. Ball Room 
Rheumatoid Arthritis: 
10:00-10:15 General Aspects—W. K. Ishmael, M.D., 

Oklahoma City 
10:15-10:30 Psychogenic Aspects—M. P. Prosser, M.D., 
Oklahoma City 
10:30-10:45 Biochemical Hormonal Aspects—Dr. Ar- 
thur A. Hellbaum, by invitation 
10:45-11:00 The Role of Health Resort in the Treat- 
ment of Arthritis—Euclid M. Smith, Hot 
Springs, Arkansas 
11:00 11:15 Intermission 
Clinic: Osteoporosis 
11:15-11:30 E. Rankin Denny, M.D., Tulsa 
11:30-11:45 Paul Strong, M.D., by invitation, Tulsa 
11:45-12:00 Discussion by guest speaker, Leroy H. 
Sloan, M.D. 
12:00- 1:00 Symposium Panel on Hypertension 
Moderator—Wann Langston, M.D., Okla- 
homa City 
Medical Management—S. C. Shepard, M.D., 
Tulsa 
Surgical Management — Averill Stowell, 
M.D., Tulsa 
Discussion — Guest Speaker, Leroy H. 
Sloan, M.D. 
2:00 Luncheon 
2:15 D. W. Gillick, M.D., Talihina, Pulmonary 
Tularemia 
2:30 Endocrine Studies in the Dermatoscleroses, 
J. H. Lamb, M.D., Oklahoma City 
2:45 The Pathology of Massive Single Doses of 
Radiation, Cleve Beller, M.D. 
:00 Metabolic Studies in Multiple Sclerosis, 
H. H. Jones, M.D., Winfield, Kans., invited 
guest 
3:15 Intermission 
3:45 Cerebral Spinal Complications of Vascular 
Disease, Leroy H. Sloan, M.D., guest 
speaker 
:30 Clinical Pathological Conference 
Floyd Keller, M.D., Oklahoma City 
Samuel Goodman, M.D., Tulsa 
Evening Meetings: 
Social Hour 
Annual Banquet 
Wann Langston, M.D., Governor for 
Oklahoma, Presiding, Address by Repre- 
sentative of the American College of 
Physicians, Leroy H. Sloan, M.D. 


Be 


PARTICIPATE IN FARM 
AND HOME WORK 
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At the annual Farm and Home Week held on the 


Oklahoma A. and M. College campus at Stillwat 


Tr 


August 2, 3, 4 and 5, two members of the Oklahoma 


State Medical Association participated in a round tab 


discussion on planned health protection. 
C. E. Northeutt, M.D., president of the O.S.M.A. a 


James Stevenson, M.D., Tulsa, were on the panel wit 


le 


d 


N. D. Helland, Tulsa, who represented the Blue Cros 


and Blue Shield plans. 


‘*Better Health for Rural Oklahoma’’ was the theme 


> 


of the program Tuesday, August 3, and in addition 
the discussion on planned health protection, the follo 


ing subjects were presented by physicians of Oklahom:: 
‘*Your Child’s Health,’’ Henry M. Strenge, M.D., as- 


sistant professor, University of Oklahoma School 
Medicine; Rural Health Centers in a Preventive Hea! 
Program,’’ John W. Shackleford, M.D., director, lo 


health departments, State Department of Health, an 


others; ‘‘ How the Hospital Construction Act Serves t': 


Rural Family,’’ Paul A. Snelson, director of hospita 


division, State Department of Health; Dr. Mark Evere 
Dean, University of Oklahoma School of Medicine; ‘‘T 
Economy of Adequate Health Facilities and Servi 
for Rural Areas,’’ G. F. Mathews, M.D., commission 


State Department of Health. Other discussions on re 


lated subjects were also presented at the meeting. 


ENROLLMENT REPORT ON BLUE 
CROSS-BLUE SHIELD 





More than 348,851 Oklahomans now have membersh 


in either Blue Cross or Blue Shield or both according 


a report of membership by counties as of June 30, 1943. 


Highest per cent of Blue Cross participation was 
g i 


Washington County where there is 43.2 per cent p: 
ticipation. Woods County was next with 41.6 per ce 


and Pontotoc was third with 40.7 per cent. Lowest par- 


ticipation was in Tillman County where only .4 per ce 
of the population is enrolled in the plan. 

Washington County also headed the list of Blue Shi 
participants with 27.9 per cent while Tulsa was ne 
with 15.2 per cent. Third highest enrollment was 
Pontotoe County where 15. per cent was reported. Low: 
Blue Shield membership was reported in Latimer a 
LeFlore counties, both of which had only .1 per cent. 

More than 20 counties reported more than 10 per ce 
participation in Blue Cross while four counties report 
more than 10 per cent enrollment in Blue Shield. 


TULSAN ON PROGRAM 
H. Boyd Stewart, M.D., Tulsa, will speak on t 
practice of anesthesiology at the dinner, Friday Octot 





1, when the American Society of Anesthesiologists, Inc. 


and the Ohio Society of Anesthesiologists hold a joi 


meeting at the Hotel Commodore-Perry in Toledo, Ohi 


October 1 and 2. 
Dr. Stewart is president-elect of the Society. 


ft 


A complete line of laboratory 
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Chemists to the Medical Profession for 44 years, 
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ANNOUNCEMENTS 











IMPORTANT EVENTS ON 
O.S.M.A. CALENDAR 


September 30, O. U. Medical School postgraduate 
course in Obstetrics, Tulsa. 

September 19, County officers meeting. 

September 25, American College of Physicians Okla- 
homa Regional Meeting, Tulsa. 

September 27-30, Councilor District Meetings. (Dist. 
6, 7, 10, 9). 

October 1, 11, 12, 13, 14, 15, Councilor District Meet- 
ings. (Dist. 8, 3, 1, 2, 5, 4). 

October 4-8, Enrollment Postgraduate Circuit Nine. 

October 14-21, American College of Physicians, Los 
Angeles. 

October 24, O.8S.M.A. Radio Sub Committee Dinner 
Meeting 7:30, Oklahoma City. 

October 25-28, Oklahoma City Clinical Society. 

October 25-28, Southern Medical Association, Miami, 
Florida. 


O.S.M.A. MEMBERS ATTEND 
CANCER CONFERENCE 


Approximately 30 Oklahoma physicians attended the 
second annual Rocky Mountain Cancer Conference held 
in Denver July 14 and 15 at the Shirley-Savoy Hotel. 

Among those who attended were Henry G. Bennett, 
Jr., M.D., Phil Haddock, M.D., Leland F. Shryock, 
M.D., Gregory Stanbro, M.D., J. R. Huggins, M.D., 
Austin Bell, M.D., John Powers Wolff, M.D., Stratton 
E. Kernodle, M.D., P. E. Russo, M.D., J. Parker, M.D., 
Charles O’Leary, M.D., Bela Halpert, M.D., Donovan 
Tool, M.D., Gerald Bednar, M.D., Reynold Patzer, M.D., 
Ben Ward, M.D., Robert Akin, M.D., Simon Pollock, 
M.D., James McMurry, M.D., M. O. Nelson, M.D., H. 
Benjamin Yagol, M.D., Charles Bates, M.D., E. E. Shir- 
cliff, Jr., M.D., W. Floyd Keller, M.D., and Forrest 
Lingenfelter, M.D. The Journal wishes to apologize for 
any names that are left out because names published 
include only those available at press time. 








AMERICAN ACADEMY OF 
GENERAL PRACTICE 


March 7, 8 and 9 are the dates selected by the board 
of directors for the annual scientific assembly of the 
American Academy of General Practice, to be held at 
Cincinnati next year. 


James Stevenson, M.D., Tulsa, is one of the newly 
appointed members of the liaison committee of the 
A.M.A., which has been working with the American Red 
Cross in studying the national blood bank program. Ex- 
pansion of the committee complied with action taken by 
the house of delegates at the A.M.A. June session. 

CHEST P.G. COURSE 

Council on Postgraduate Medical Education of the 
American College of Chest Physicians is sponsoring 
three postgraduate courses on diseases of the chest. One 
week courses will be held. in San Francisco September 
13-17, Chicago September 20-25 and New York November 
8-12. 


TO ATTEND N.P.C. 


Four members of the Oklahoma State Medical Assoc 
tion were authorized by the Executive Committee 
the O.S.M.A. to attend the National Physicians Commit- 
tee in Chicago September 6 and 7. C. E. Northeu 
M.D., George Garrison, M.D., Finis Ewing, M.D., a 
W. Jackson Sayles, M.D., will represent the state as 
sociation. 





CANCER CONFERENCE TO BE HELD 

The second Southwest Regional Cancer Conference y 
be held in Fort Worth, Texas, October 12 at the Bla: «- 
stone Hotel under the auspices of the Tarrant Coun'y 
Medical Society and the Fort Worth Unit, Texas 
vision, American Cancer Society. The one-day conferer 
will consist of morning and afternoon lecture sessic 
a clinical luncheon with an open forum question a» 
answer period and a public meeting in the evening. Th 
is no registration fee. 


Guest speakers will include: Charles Huggins, M. 
Chicago, Professor of Surgery, University of Chicag 
A. R. Curreri, M.D., Madison Wisconsin, Associate P 
fessor of Surgery, Wisconsin Medical School; Jan 
Barrett Brown, M.D., St. Louis, Associate Professor 
Clinieal Surgery, Washington University School of Me 
cine and Associate Professor of Oral Surgery, Washi : 
ton University School of Dentistry; Robert A. Moore 
M.D., St. Louis, Professor of Pathology, Washingt 
University of Medicine. 


OBS.-GYN. REQUIREMENTS CHANGED 

A number of changes in Board requirements a: 
regulations were made at the annual meeting of t 
American Board of Obstetrics and Gynecology. New 
bulletins are now available for distribution upon app!i- 
cation and give details of all new regulations. Thes 
relate both to candidates, and to hospitals conducti 
residency services for training. 


HEALTH SUPERINTENDENTS NAMED 
Recently appointed county superintendents of hea! 
are: Creek County, James M. Bayless, M.D., Sapulp:; 
Pontotoe County, J. C. Canada, M.D., Ada; and Wag 

oner County, D. G. Divine, M.D., Wagoner. 


OBS.-GYN. MEETING SLATED 
Sixteenth annual meeting of the Central Associat 
of Obstetricians and Gynecologists will be held 
Denver, September 23, 24 and 25 at the Shirley-Savoy 
Hotel. 


NOMINATIONS FOR SCHOLARS 
IN MEDICAL SCIENCE 

Medical schools in the United States and Canada : 
invited by the John and Mary R. Markle Foundation 
make nominations for the second group of scholars 
medical science on or before December 1, 1948. Ea 
school, through the dean, may nominate one candida e. 
Grants of $25,000 payable at the rate of $5,000 annual y, 
will. be made to the schools over a five year period for 
the support of each scholar finally accepted, his resear: |i, 
or both. 
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740 Gee comee MEQNINE 


IMPORTANT WYETH ADDITION TO 


New and Nonofficial Remedies 


Realizing that traditional manage- 
ment of severe liver disease has been 
on the whole disheartening, Wyeth 
has for years been conducting re- 
search on the essential amino acid 
most concerned with liver function 
. . . dl-methionine. 


Product of this research is Meonine. 


Meonine may be used to supple- 7 oO 
ment the protein-rich diet usually TABLETS 
prescribed whenever the liver has MEONINE” 
been damaged by malnutrition, alco- 
holism, pregnancy, allergy, or toxins. 

And it is clearly indicated if this diet 

cannot be taken. There is no evidence, 

however, that Meonine is more ef- eamrion: Toe speed sor OV 
fective than foodstuffs such as casein 

and egg white which contain pure 

methionine. 


4s METHIONINE, WYETH 


geet inconronare® 


In early stages of cirrhosis, clinical pananerae ee 
results with Meonine have been most oo 
encouraging. Complete directions for 
use and bibliography supplied on 
request. 


Meonine supplied in 0.5 gram tablets, 


2 . bottles of 100 and 1000. Crystalline 
Ny eth Meonine—for preparing injection solu- 
tions—supplied in 50 gram bottles. 


aK 


WYETH INCORPORATED - PHILADELPHIA 3, PA. 
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OBITUARIES 











lL. L. Cummings, M.D. 
1890-1948 

Isham L. Cummings, M.D., physician in Ada since 
1912, died suddenly July 23 at his home. 

Dr. Cummings attended the University of Oklahoma 
and graduated from Chicago Medical School in 1912. He 
had practiced in Ada since his graduation. He was a 
member of the First Methodist church, Lions club, 
Masonic Lodge, Knight Templar. 

Surviving are the widow, one son, Lester, and one 
daughter, Betty Lou, and two grandchildren, all of Ada. 


A. M. Butts, M.D. 
1871-1948 

A. M. Butts, M.D., pioneer Holdenville physician, 
died July 12 after being in ill health for about two 
years. 

He received his medical degree from Vanderbilt Uni- 
versity and began practice in Alma, Ark., coming to 
Holdenville in 1905. 

Active in all civie organizations, he was a charter 
member of the Holdenville Rotary club. 

He is survived by his widow of the home, two daugh- 
ters, Imogene Mayfield, M.D., and Mrs. Jessie Steen; 
two sisters; and four grandchildren. 


Euel Park Hathaway, M.D. 
1903-1948 

Euel Park Hathaway, M.D., Lawton physician since 
1933 and director of the city-county health department 
died July 13 after a week’s serious illness. Death was 
attributed to cirrhosis of the liver. He had been in ill 
health since he suffered a previous severe attack in 
January, 1947. 

He was graduated from the University of Oklahoma 
Medical School and interned at Wesley Hospital, Okla- 


homa City. He practiced medicine and was an instruct 
in urological work at the University Hospital until 1933 

Surviving in addition to the widow are two daughters, 
Gwendolyn, 11, and Marcia Ann, 6, his father, A. Hi. 
Hathaway, M.D., Mountain View; a brother, James 
Hathaway, Cheyenne, Okla.; and a sister, Mrs. James 
Johnson, Weatherford. 


A Resolution Expressing Profound Regret 
At the Loss of Our Member, Dr. V. C. Tisdal 

WHEREAS, an all-wise and all-powerful Creator h 
removed from our midst a man who has served | 
community, his state and his profession with tirele 
energy, courage and devotion; and 

WHEREAS, realizing the immensity of loss that t'« 
people of Oklahoma have sustained, and realizing al 
the inadequacy of language to express in full measu « 
our sorrow or sense of loss, the Oklahoma State Boa 
of Health wishes to state publicly their feeling of k 
of a fellow-member in the death of V. C. Tisdal, M 

THEREFORE, The Oklahoma State Board of Heal 
taking note of the life and achievements and unequal! 
services of their departed member; 

BE IT RESOLVED that we bear earnest and offic 
testimony to the life of V. C. Tisdal, M.D.; and 

BE IT FURTHER RESOLVED, that we renew < 
allegiance and pledge our unstinted and loyal support 
the man who succeeds our departed member. 

NOW THEREFORE, we request that the Resolutic: 
be incorporated into the minutes of this meeting a 
that a copy be sent to the members of the family a 
a copy also be sent to the Oklahoma State Medi 
Association. 

Bert Loy, Secretary 
Cc. R. Rountree, M.D., Chairman 


MEET OUR CONTRIBUTORS 


Ek. H. Coachman, M.D., Muskogee, is the author of 
‘*The Association of High Blood Pressure, and Increased 
Pulse Rate As a Manifestation of Hyperglycemia in 
Chronic Eye, Ear, Nose and Throat Conditions’’ in this 
issue of the Journal, Dr. Coachman is a graduate of the 
University of Michigan and limits his practice to 
E.E.N.T. He is a member of the American Academy of 
Ophthalmoyogy and Otolaryngology and has been certi- 
fied by the American Board of Otolaryngology. 

F. D. Sinclair, M.D., F.A.C.S., Tulsa, wrote ‘‘ Vaginal 
Hysterectomy’’ in this issue. He was graduated from 
Johns Hopkins in 1930. He limits his practice to ob- 
stetrics and gynecology and has been certified by the 
American Board of Obstetrics and Gynecology. 


I. F. Stephenson, M.D., Alva, is the author of ‘‘ Ec- 
topic Pregnancy’’ in the September Journal. Dr. Steph- 
enson was graduated from the University of Oklahoma 
School of Medicine and practices general surgery and 
medicine. 

Vincent Vermooten, M.D., Dallas, Texas, is the author 
of ‘‘Injuries of the Urethra, Their Diagnosis and Care’’ 


in this Journal. Dr. Vermooten was one of the gue 
speakers at the annual meeting and is professor 
urology at Southwestern University School of Medici 


PROFESSIONAL ETHICS COMMITTEEMAN NAMED 
Clyde N. Kemery, general manager of the Oklaho 
City Better Business Bureau, was recently appointed to 
the newly created Professional Ethics Committee of the 
Association of Better Business Bureaus. This committ 

has for its purpose the investigation and correction 
unethical professional practices. In performing tl 
service the Better Business Bureaus will work with the 
professions just as they are now working with reputal 
business firms in improving business practices and fig! 
ing misrepresentation, deception and fraud. 








Druggists and the medical profession are urged 
the Federal Security Agency’s Food and Drug Admin 
tration to return all stocks of Siliform Ampuls to t 
manufacturer, The Heilkraft Medical Company, Bost 
Mass. This injection drug, which should be sterile, 
potentially dangerous, since samples collected on te 
market contain living organisms. 
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“protein 


{in children] 
is much more common 
than is generally realized.” * 


Investigators have shown that when the 
variety of foods is limited — as in infant 
feeding — care must be exercised in their 
selection .. . the chief consideration being “the 
furnishing of che essential amino acids to be made 
available to the tissues by digestion.” * 
Dryco, spray-dried for ready reconstitution in cold 
or warm water, provides the physician with a 
remarkably flexible basic high protein food, 
containing all the essential amino acids. It is ideally 
suited to the changing nutritional requirements of 
the normal or abnormal infant. Easily digestible 
(because of its soft curd characteristics ) , bacteriologically 
safe and constant in composition — this vitamin-fortified, 
improved, infant food may be readily 
adapted to six distinct types of formulas: 


1 Dryco alone (high protein, low fat, . 
low carbobydrate). 


2 Dryco with carbohydrate (high protein, low fat, 
high carbobydrate). 


Dryco with whole milk —fresh, evaporated or dried 
(high protein, intermediate fat, low carbohydrate). 


3 

4 Dreyco with whole milk—fresh, evaporated or dried— 
and carbohydrate (high protein, intermediate fat, 
high carbobydrate). 

Dryco with skim milk —fresh or dried (high protein, 
exceptionally low fat, low carbohydrate). 

6 Dayco with skim milk—fresh or dried —and 
carbohydrate (high protein, exceptionally low fat, 
bigh carbohydrate). 

*A.M.A.: Handbook of Nutrition, Chicago, 1943. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, WN. Y. 


DRYCO is made from spray-dried, pasteurized, superior quality 
whole milk and skim milk, providing 2500 U.S.P. units of vitamin A 
ard 400 U.S.P. units of vitamin D per reconstituted quart. Each 

blesp plies 31 lories. Dryco is available at all phar- 
macies in 1 and 24 Ib. cans. 

















the “Custom Formula” high protein infant food S 
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BOOK REVIEWS 














THE HEALTHY HUNZAS. J. 1. Rodale. 260 pages. 

Emmaus, Pa.: Rodale Press, 1948. > 

This beautifully illustrated volume of 260 pages sets 
forth many generally accepted principles having to do 
with the soil and its food products. Yet it poses numer- 
ous difficult questions and assumes the truth of many 
unproved theories. The story exhibits a relatively primi- 
tive, remarkably healthy people living on the northwest 
border of India almost in the shadow of Tibet. The 
author has never been in this part of the world and 
admits that his story represents a fabric woven from 
threads of knowledge gained from the experience of 
others. 

The authenticity of certain theories and statements 
contained in the book are naturally called into question 
by the intelligent reader not alone because of this lack 
of firsthand knowledge but because so many of the 
author’s premises are untenable and so many rather 
dogmatic statements unproved. In Chapter I the author 
discussing the lecture by Sir Robert MecCarrison states 
that ‘‘ Twenty-five years have elapsed since that lecture 
was delivered in smoky Pittsburgh, but as yet no medi- 
cal expedition has set forth to ascertain the cause of 
the Hunzas’ dynamic health.’’ 

After making this frank acknowledgement of the need 
of a medical expedition to ascertain the cause he writes 
as though he had made the discovery by weaving the 
threads of his second hand information into his own 
theories. 

Time will not permit detailed references to all the 
inconsistencies discovered in the story but the following 
will serve as an example. As an argument that whole 
wheat bread prevents sterility in Hunza women he quotes 
Doris Grant Your Daily Bread ‘‘a young friend had 
been trying for a whole year to produce a baby. About 
three months ago she came to live with me, since when 
she has had, probably for the first time in her life, a 
sufficiency of vitamin E and B due to the fact that our 
bread is home-made of 100 per cent stone-ground wheat, 
containing all the germ. Now the miracle has happened 
much to her surprise and joy. I told her husband, jok- 
ingly, the other day: ‘You needn’t look so proud of 
yourself, and don’t imagine that you alone are respon- 
sible! At least half the honour is due to my home- 
made bread!’ ’’ The reviewer wonders why not plenty 
of water to assure high tide for the ambitious gondolier 
and the backword ovum. 

There is also an argument that the Hunza bread pre 
vents cancer. Granting that there is no cancer among the 
Hunzas we still need proof that bread is the inhibiting 
factor. Why not the sour goat butter, the apricot, the 
stitchwort and sorrel or the Thibeton tea? Having called 
attention to the fact that the book contains many ques- 
tionable claims, it must be conceded that the work ap- 
parently represents a sincere effort to interest the reader 
in physical welfare and its relationship to soil conserva- 
tion. A most worthy ambition. Though there may be 
great virtue in his discussion of compost vs. chemical 
fertilizer, the few case reports and testimonials are not 
convincing to the average physician who knows it re 
quires thousands of cases to prove what may seem to be 
a scientific observation and then much carefully planned 
scientific investigation to determine the wherefore. Its 
perusal should arouse curiosity, stimulate investigation 
and encourage a more healthful manner of living—Lewis 
J. Moorman, M.D. 


BRIEF PSYCHOTHERAPY. Edited by: Bertrand 
Frohman, M.D. Philadelphia: Lea and Febriger, 19 
250 pages. Price $4.00. 

Brief psychotherapy is clearly and logically explaine 
by Dr. Frohman in his brief, but very pointed book jus 
off the press. We find that the therapeutic measures « 
cussed are eclectic in nature and do not adhere to a 
particular school or cult of philosophy in psychiat 
Mental mechanisms are approached in plain and und 
standable terms, and nowhere in the book do we find t 
author taking recourse to the psychiatric jargon wh 
makes so many books on psychiatry dull or confusi 
to read. 

Therapy employed by the author is primarily the 
pressive type in which the patient’s feelings, past | 
tory, and reactions to his environment are learned a. 
discussed; though a practical approach is taken so tl 
only a few interviews are required to reach the sou 
of the average neurotic problem. The neuroses are c 
sidered, and the various types of neuroses are bri 
discussed. 

Chapter V is devoted to those particular emotio 
disorders most frequently encountered in the vari 
medical specialties, and the gastro-intestinal disord« 
the urologic disorders, and the disturbances in sex ¢ 
duct are given ample consideration. 


Therapy of all types are evaluated, both express ; 
and suppressive measures being employed by the auth 
Use and limitations of hypnosis and narcosynthesis 
plainly shown; and electric shock, or electro-convuls 


therapy, is clearly to be reserved for those severe ca 

in which it must be used in conjunction with a m 

realistic psychotherapeutic approach. 

Practitioners of medicine will find this 250 page b: 
a valuable adjunct to the practice of medicine.—Mo 
man P, Prosser, M.D. 

THE BATTLE OF THE CONSCIENCE. Edited | 
Edmund Bergler, M.D. Washington Institute of Me 
cine, 1948. Price $3.75. 

This is a treatise on the development of the super-ez 
in purely Freudian form and vacabulary, with typi 
subordination of all of life’s motivating factors to sex 
and penis worship. This unfortunate emphasis wo 
seem not only to justify, but almost glorify overt hon 
sexuality, and sets the stage for the author’s last ch: 
ter entitled ‘‘Let Your Conscience Be Your Guide.’’ 
is customary in such productions, conclusions to pr 
the point are drawn with quasilogic. 

Some useful points in the development of conscience 
are brought out, though the practical applicatio 
thereof, are on a purely hypothetical basis, and as 
author admits in his chapter on criminality, and p 
‘‘supposition.’’ His defenses against criticism of 
reasonings, or lack thereof, are the customary ones 
psychoanalysis, e.g., only the initiated can understa: 

The chief value of the book lies in its repetitive defi 
tion and explanation of mental mechanisms in which f 
usage of clinical examples clarifies this important ph: 
of thinking and behavior responses. However, the bi 
suffers and becomes somewhat heavy reading because 
the very repetitiousness. 

To those especially interested in the emotional 
sponses of depression, the book offers some excelle' 
source material and reasonable conclusions.—Moorman 
Prosser, M.D. 
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PRACTICAL BACTERIOLOGY, HEMATOLOGY AND 
PARASITOLOGY. E. R. Stitt, M.D., Ph.M., Se.D., 
L.L.D., Paul W. Clough, M.D., Sara E. Branham, 
M.D., Ph.D., Se.D., and Contributors. Tenth Edition. 
‘he Blakiston Company, 1948. 


‘his book is one of the oldest standard books of 
ratory diagnosis, It has been in existence for ap 
ximately 40 years. I have had a long personal 
wledge of this book. Dr. Gayfree Ellison first intro 
ed me to the book in 1920, later as a sophomore 
ical student, 1924, it was the text used by Dr. L. A. 
ley in his Parasitology course. Since the first edition 
published in 1909 it has been recognized as one of 
outstanding laboratory diagnosis books. The authors 
contributors are all recognized authorities in their 
s. Stitt has long been recognized as a leading 
ratory diagnostician. 


his book is an indispensable book for every medical 
ratory. It is also a very valuable book for the 
ticing physician. Most laboratory books concentrate 
aboratory methods and stop there. This book is of 
t value because it correlates the laboratory findings 

the clinical findings and thus makes possible a 
» accurate interpretation of the results. 


his book covers bacteriology in its widest sense, 
atology, parasitology urinalysis, gastric contents, 
| examinations, methods of determining endocrine 
iencies and vitamin deficiencies. 


nly a relatively few pages (about 30) of the nearly 
/ are taken up with endocrines and vitamins, how- 
it is a timely addition because it may help to place 
none and vitamin therapy on a more rational basis. 


he book deplores the indiscriminate use of vitamins; 
ere is no clear cut evidence which indicates that 
vitamins are of therapeutic value in diseases un 
plicated by vitamin deficiencies. The current exag 
ited interest in vitamins has produced remarkably 
e acceptable evidence for their clinical value except 
onditions of definite avitaminosis. There is, on the 
r hand, a dangerous tendency to apply vitamins to 
treatment of undiagnosed complaints having their 
nterpart in frank deficiency disease.’’—H. D. Moor, 
’ 


TERNAL MEDICINE IN GENERAL PRACTICE. 
Robert Pratt MeCombs, B.S., M.D., F.A.C.P. Second 
‘dition. 741 pages. 122 illustrations. Philadelphia and 
ondon, W. B. Saunders Company, 1947. Price $8.00. 


lodern medical texts and reference books are largely 
tten in sections by various collaborators. To find one 
a single well qualified author is refreshing—to read 
s to realize that in this clear, concise and well written 
ime is a great store of valuable clinical material. 
tors who are still students of medicine will find it 
ielpful reference book. Medical students will find 
it value in the author’s reasonable and well ordered 
thod of presentation of subject matter. 


harts are clear and supplement the chapters ad- 
ably and none is counted superfluous. References at 
pter ends lead one to more detailed material in 
lern journals or decent monographs. 


he first section on ‘‘Fundamentals of Diagnosis’’ 
e than compensates for the price of the volume. The 
wer feels as if he has had a good postgraduate 
ew and gained information of which he was ignorant 
re.—Ray H. Lindsay, M.D. 
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MODERN CLINICAL PSYCHIATRY. Arthur P. Noyes, 
M.D., Superintendent Norristown State Hospital, 
Norristown, Pennsylvania. Cloth. 525 pages. Philadel 
phia: W. B. Saunders Company, 1948. 


This is a well written book on basie neuropsychiatry 
by a recognized authority in his field. In keeping up with 
recent developments and progress, the new third edition 
has been changed considerably from the previous one, 
to include various observations on mental reactions dur 
ing the stress of war time. More reference is made to 
the psychosomatic expressions and in addition, three 
completely new chapters have been written: Psycho 
therapy, Shock and Other Physical Therapies, and Child 
Psychiatry. 


The first four chapters concern themselves chiefly with 
a discussion of the mind and its development and pur 
pose, and a review of the psychodynamies of behavior; 
the various mental mechanisms are well presented and 
in a manner easily understood. Lastly in this group of 
chapters there is taken up a rather controversial, much 
discussed and disputed subject, that of the causes and 
nature of mental disease. The author points out that 
persons may well become ill from disturbed human rela 
tionships and that we as physicians should not be so 
prone to approach personality disorders in the same 
category as organic diseases, but rather should study 
the individual as a whole, as a biologic unit living in 
an environment that is essentially social in nature, and 
thereby being subjected to certain traumatic experiences 
in that environment. It should be pointed out that there 
is probably no one factor or experience which is directly 
responsible insofar as etiology is concerned, but that 
there has undoubtedly been many emotionally toned 
incidents with considerable stress placed upon each, that 
gives us the end result of mental illness, 


In the remainder of this book are excellent discussions 
of the psychoses, both organic and functional, the psy 
choneuroses, the psychopaths and mental defectives. It 
is of particular interest to note the comments made by 
the author concerning Alcoholics Anonymous and _ its 
contribution toward the restoration of this particular 
type of mentally ill individual. Dr. Noyes feels, and I 
quote, ‘‘this program, although very heavily weighted 
with an unrealistic optimism, has constructively utilized 
many principles of group psychotherapy.’’ He further 
states, ‘‘Its methods of thinking are naive but have 
doubtless contributed to its suecess,’’ This program of 
rehabilitation, now 13 years of age, may have an opti 
mism which is unrealistic and may promulgate thinking 
processes which are naive, but nevertheless it is the only 
form of therapy thus far designed for the treatment of 
these individuals which can boast of a percentage of 
restoration reaching well into the seventies. The chapter 
on the shock therapies is well presented and is a most 
worthwhile adjunct to the previous edition, with its dis 
cussion of the technique, frequency, indications, contra 
indications, complications and results. 


In general it may be stated of this volume that the 
subject material is up to date, set forth in an excellent 
fashion and could well be adopted by medical univer 
sities as their textbook in beginning psychiatry.—Milford 
S. Ungerman, M.D. 
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Because DARICRAFT 


1, is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 
4. has an IMPROVED FLAVOR 
5. is HOMOGENIZED 
6. is STERILIZED 
7. is from INSPECTED HERDS 
8. is SPECIALLY PROCESSED 
9. is UNIFORM 

10. will WHIP QUICKLY 


PRESCRIBED BY MANY DOCTORS 
.-- You also may want to utilize Daricraft as 
a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOUR 
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HAVE YOU HEARD? 


J. Hartwell Dunn, M.D., M.S. in urology, announces 
the opening of his offices at 416 N.W. 13th, Oklahoma 
City. 











D. L. Edwards, M.D., announces the association of 
George B. Ely, M.D., as chief of the ear, nose and 
throat department of Glass-Nelson clinic, Tulsa. Ir. 
Edwards will limit his practice to ophthalmology. 


B. C. Chatham, M.D., has joined the staff of tie 
Chickasha hospital. He is a graduate of Vanderb |t 
University Medical School. 

R. W. Lewis, M.D., F. W. Coggins, M.D., and W. 
Smith, M.D., Granite, were the examining physicians 
a pre-school clinic held at the Lewis Hospital. 


Marvin B. Hays, M.D., is now associated with J. 
Darrough, M.D., Vinita. Dr. Hays, wife, Carolyn Hays 
M.D., will also assist in the office. Both are graduat 
of the University of Oklahoma School of Medicine. 


J. Howard Baker, M.D., has recently moved fr 
Eufaula to McAlester where he has established | 
practice. 

Claude S. Chambers, M.D., Seminole, has been nam 
to the board of control for the Will Rogers Memor 
fund at the University of Oklahoma. 


E. E. Fair, M.D., Oklahoma City, was recently t!« 
subject of an article in the Heavener newspaper 
young people of Heavener who have ‘‘made good’’ 
their profession or field of work. Dr. Fair is the s 
of E. N. Fair, M.D., Heavener. 


A. N. Deaton, M.D., Wewoka, is building a new eli: 
which he expects to have in use by the middle 
September. 

John L. Day, M.D., has moved to Woodward, Ok 
homa, after retiring as head of the Northwestern Ok 
homa Hospital at Fort Supply. 





ANSWERS REPORTED ON 
INDIANA SURVEY 


On a recent questionnaire sent out by the India 
State Medical Societies to all state medical associati 
secretaries the following answers were received from 


state societies: 

Sixteen offered health and accident insurance for the: 
members by commercial carrier, one answered yes on 
29 did not offer it and no answer was given by ont 
society. 

To the question on malpractice insurance coverage fu! 
members, 18 answered yes, with commercial carrier, five 
answered yes only, and 24 replied no. 


Eighteen of the societies provided legal counsel f 
members sued for malpractice. 

A. total of 43 societies pay expenses of delegates 
the A.M.A. house of delegates’ meeting, three do n't 
and one pays the expenses only to interim sessions. 
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GLYNAZAN 


(Brand of Theophylline-Sodium Glycinate) 


S 


THE LATEST ADVANCEMENT 


THEOPHYLLINE THERAPY 


A new Theophylline Compound exhibiting maximal solubility with minimal 
gastric irritation. Permits intensive Theophylline therapy in bronchial and 


circulatory disturbances. 


The following Council Accepted GLYNAZAN products 
now available for prescription use: 


GLYNAZAN POWDER 
(Equivalent to Theophylline, U.S.P. 50% ) 


GLYNAZAN ELIXIR 


(Glynazan | grain per c.c.) 


GLYNAZAN SYRUP 


(Glynazan ' grain per c.c.) 


GLYNAZAN TABLETS 
(5 grains) 


YOUR PREFERENCE APPRECIATED 








FIRST TEXAS CHEMICAL MANURACTURING COMPANY 


MAKERS OF FINE PHARMACEUTICALS 
DALLAS, TEXAS 
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TWENTY-FIVE YEARS AGO 


(Editorial Notes—Personal and General) 
Dr. C. L. Rogers, of Alva, has recently relocated at 
Dacoma. 
Dr. A. S. Risser, Blackwell, is spending a vacation at 
Hollister, Mo. 
Dr. H. D. Murdock, of Tulsa, is spending his vacation 
in California with his family. 


Dr. C. J. Fishman, Oklahoma City, has removed his 
offices to 132 West 4th Street. 

Dr. H. W. Ford, Tulsa, and family are touring to the 
Pacific Coast, through the Grand Canyon of Arizona. 


Dr. J. Hutchings White, and wife, Muskogee, 
spending the rest of the summer in Minnesota a: 
Canada. 


Dr. Chas. F. Walker, Grove, mourns the less of hi 
Dodge car. It is a 1923 model, engine number 913: 
and license number is 232, 887. 

Dr. E. K. Witcher, Pawhuska, and brother, Dr. Rot 
Witcher, Chicago, left for Scotland, via Montreal. Wh’! 
in Seotland, they will attend several clinics. 


Dr. O. E. Templin, of Alva, who holds a commissi » 
as Captain in the Reserve Corps, spent two weeks 
July at Fort Sill, and has been recommended for | 
motion. 


MEDICAL SCHOOL 


Dr. John F. Gaines (Med ’47) is located at the St. 
Louis County Hospital, Clayton, Missouri, as a resident 
in medicine. 

Dr. William J. Hemphill (Med °47) and family have 
settled in Eugene, Oregon, where Dr. Hemphill is in 
practice with his father. 

Dr. James W. Murphree (Med °47) is now serving a 
residency in Roentgenology at St. Joseph’s Hospital in 
St. Paul, Minnesota. 


Having completed an internship at Colorado General 
Hospital, Denver, Colorado, Dr. Darwin L. Richardson 


(Med °47) is in general practice in Cody, Wyoming. 
Dr. John A. Siebs (Med ’47) is a resident at Me 
Hospital, Denver, Colorado. 


Dr. Douglass E. Wilson (Med ’47) has a residency 
Surgery at St. John’s Hospital, Tulsa, Oklahoma, f.| 
lowing his internship at the Indiana University Medi 
Center, Indianapolis, completed this July. 

Dr. Martin Berger (Med °47) is now serving a re 
dency in Surgery at Providence Hospital, Seattle, Was. 
ington. 


MEDICAL ABSTRACTS 


CONGENITAL MACROGLOSSIA. H. Glenn Bell. M.D., 
and R. Gordon Millar, M.D. Surgery. 24:1:125-134 
(July) 1948. 


‘*Although a variety of inflammatory and neoplastic 
processes will increase the size of the tongue in part or 
in whole, the term macroglossia has come to be reserved 
for two distinct entities. One is a lymphangiomatous 
enlargement and the other a true hypertrophy of the 
lingual muse'e fibers.’’ 


The authors then discuss the embryology, histology 
and subsequent pathology of these conditions, They 
not feel that radiation is of any permanent benefit 
these cases and discuss the pre-operative care, the s\ 
gical technique used and stress the post-operative care. 

This article presents another instance of what can 
accomplished with modern surgical technique, in the u 
of intra-tracheal anesthesia, the electro cautery, f 
use of fluids and the after care with anti-bioties.—Joli 
F. Burton, M.D. 
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Oklahoma City, Oklahoma 
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Phone 3-3562 
SALES AND SERVICE 


MID-WEST SURGICAL SUPPLY CO., INC. 


Wichita, Kansas 
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Oklahoma City 10, Oklahoma 


Phone 2-2959 
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For surface infections 


infection may be minimized by the prompt, topical application of an efficient antibacterial agent. For this 
purpose, fine-mesh gauze strips impregnated with Furacin Soluble Dressing may be used. The effectiveness 
of Furacin in combatting mixed infections of burns without delay of healing has been well demonstrated.* 
Furacin N.N.R., brand of nitrofurazone, is available as Furacin Soluble Dressing and as Furacin Solution, both 
containing 0.2 per cent Furacin® These preparations are indicated for topical application in the prophylaxis 
and treatment of infections of wounds, second and third degree burns, cutaneous ulcers, pyodermas and skin 
grafts. Literature on request. EATON LABORATORIES, INC.. NORWICH, WY. 


*Snyder, M. L., Kiehn, C. L. and Christopherson, J. W.: Mil. Surgeon, 97: 380, 1945. * Shipley, E. R. and Dodd, 
Surg., Gynec. & Obst., 83: 366, 1947 * Mays, J. L.: J. Med. Assoc. Georgia, 36: 263, 1947. * Curtis, L.: Surg. cls. x 
America, 1466 (Dec.) 1947 
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PRESIDENT 
L. T. Lancaster, Cherokee 


COUNTY 
Alfalfa 
Atoka-Bryan-Coal- 

Johnston 





Charles D. Dale, Atoka 

T. J. MeGrath, Sayre 

Fred Perry, Okeene 

Joseph Henke, Hydro 

J. N. Goldberger, E] Reno 
C. D. Cunningham, Ardmore 
P. H. Medearis, Tahlequah 





Choctaw-McCurtain- 
Pushmataha 

Cleveland 

Comanche 


Phil Haddock, Norman 
Byron W. Aycock, Lawton 
’. Baker, Walters 
‘ Chumley, Vinita 
<. Lewis, ‘Sapulpa 
WwW ood, Weatherford 
Garfield... 008 I. Wendell Mercer, Enid 

: Carl Steen, Pauls Valley 
SE aman I. V. Hardy, Medford 
| See L. E. Woods, Chickasha 
Fred Sellers, Mangum 
R. H. Lynch, Hollis 
“RS William 8. Carson, Keota 
UD cinisitnsnnetitsicnctanel L. A. 8. Johnston, Holdenville 

J. M. Allgood, Altus 

H. A. Rosier, Waurika 

Glenn Kreger, Tonkawa 

H. Violet Sturgeon, Hennessey 

. Shriner, Hobart 

John H. Harvey, Heavener 
...Jack Mileham, Chandler 

E. W. Lehew, Guthrie 

E. H. Werling, Pryor 
SD I. N. Kolb, Blanchard 
i J. Howard Baker, Jr., 
Muskogee-Sequoyah- 

Wagoner George L. Kaiser, Muskogee 
Northwestern...............J0e L. Duer, Woodward 
ES A. S. Melton, Okemah 
Oklahoma......................W. W. Rucks, Jr., Oklahoma City 


Kay-Noble 
Kingfisher 
Kiowa 


Eufauia 


CID iicmcerinintinceet J. C. Matheney, Okmulgee 
Osage C. 8. Stotts, Pawhuska 
F. L. Wormington, Miami 
Clifford M. Bassett, Cushing 
Homer C. Wheeler, McAlester 
W. T. Gill, Ada 
Pottawatomie Jack W. Baxter, Shawnee 
ESS P. S. Anderson, Claremore 
Seminole Claude Chambers, Seminole 
Stephens Fred Patterson, Duncan 
Texas Lassaiesnuenssbbianiniiiasahianesbis — S. Lee, Guymon 
A. Tallant, Frederick 
ER aS Victor K. Allen, Tulsa 
Medical Arts Bldg. 
Washington Nowata....L. B. Word, Bartlesville 
EET A. H. Bungardt, Cordell 
. A. Whiteneck, Waynoka 


MEETING TIME 


Last Tues. each 
Second Month 


SECRETARY 
C. E. Cook, Cherokee 


A. T. Baker, Durant 

J. B. MeGolrick, Erick 
Virginia Curtin, Watonga 
Edward T. Cook, Jr., Anadarko 
Jack W. Myers, El Reno 
Roger Reid, Ardmore 

R. K. McIntosh, Jr., Tahlequah 


Second Tuesday 
Third Thursday 
Third Thursday 
Subject to Call 
Second Tuesday 
First Tuesday 


Fred D. Switzer, Hugo 
James F. Hohl, Norman 

E. Stanley Berger, Lawton 
Mollie Scism, Walters 

J. M. MeMillan, Vinita 
Louis A. Martin, Sapulpa 
Edgar A. deMeules, Clinton 
Roscoe C. Baker, Enid 

John R. Callaway, Pauls Valley 
F. P. Robinson, Pond Creek 
Wesley W. Davis, Chickasha 
J. B. Hollis, Mangum 

C. N. Talley, Hollis 

N. K. William, McCurtain 
Paul Kernek, Holdenville 
J. Harold Abernathy, Altus 
O. J. Hagg, Waurika 

E. C. Mohler, Ponea City 
Henry C. Trzaska, Hennessey 
J. B. Tolbert, Mt. View 
Rush L. W right, Poteau 

C. W. Robertson, Chandler 
J. L. Lehew, Guthrie 

Paul B. Cameron, Pryor 
W. C. McCurdy, Jr., Purcell 
W. A. Tolleson, Eufaula 


Fourth Thursday 
Second Tuesday 
Third Friday 


Second Tuesday 
Third Thursday 
Fourth Thursday 


First Wednesday 


First Friday 
Last Monday 
Second Monday 
Second Thursday 


First Wednesday 
Last Tuesday 


Third Thursday 


First Tuesday 


Eugene M. Henry, Muskogee 
2nd Thurs. Even M« 


C. W. Tedrowe, Woodward 

M. L. Whitney, Okemah 

John F. Kuhn, Oklahoma City 
Mrs. Muriel Waller, Exec. Secty. 
8. B. Leslie, Jr., Okmulgee 
William A. Loy, Pawhuska 

W. Jackson Sayles, Miami 

C. W. Moore, Stillwater 
Edward D. Greenberger, McAlester 
Ollie McBride, Ada 

F. C. Gallaher, Shawnee 

M. E. Gordon, Claremore 
Mack I. Shanholtz, Wewoka 
W. R. Cheatwood, Duncan 

E. L. Buford, Guymon 

O. G. Bacon, Frederick 

John G. Matt, Tulsa 

Mr. Jack Spears, Exec. Secty. 
C. L. Johnson, Jr., Bartlesville 
Aubrey E. Stowers, Sentinel 
W. F. LaFon, Alva 


Fourth Tuesday 


Second Monday 
Third Thursday 
Second Thursday 
Third Friday 
First Wednesday 
1st and 3rd Saturday 
Third Wednesday 


Third Wednesday 
Third Wednesday 


Second and Fourth 
Monday 


Second Wednesday 
Last Tuesday 
Odd Months 











COUNCILORS AND VICE-COUNCILORS 


COUNCILOS AND VICE-COUNCILORS 
District No. 1: Alfalfa, Beaver, Cimarron, Dewey, Ellis, 
Harper, Texas, Woods, Woodward—Daniel B. Ensor, M.D., 
ioapeten (C) 1950; O. C. Newman, M.D., Shattuck’ (V-C) 


District No. 2: Beckham,, Custer, Greer, Harmon, Jackson, 
Kiowa, Roger Mills, Tillman, Washita—L. G. Livingston, 
M.D., Cordell (C) 1951; O. C. Standifer, M.D., Elk City 
(V-C) 1951. 

District No. 3: Garfield, Grant, Kay, Noble, Pawnee, Payne 
—Bruce Hinson, M.D., Enid (C) 1949; R. W. Choice, M.D., 
Wakita (V-C) 1949. 

District No. 4: Blaine, Canadian, Cleveland, Kingfisher, 
Logan, Oklahoma—Carroll -Pounders, M.D., Oklahoma City 
(C) 1950; Joe Phelps, M.D., El Reno (V-C) 1950. 

District No. 5: Caddo, Carter, Comanche, Cotton, Grady, 
Jefferson, Love, Stephens—J. Hobson Veazey, M.D., Ardmore 
(C) 1951; O. J. Hagg, M.D., Waurika (V-C) 1951. 


District No. 6: Creek, Nowata, Osage, 
Washington—Ralph McGill, M.D., RS (Cc) 
Anderson, M.D., Claremore (V-C) 1951. 

District No. 7: Garvin, Hughes, 9 se McClain, Murrey 
Okfuskee, Pontotoc, 
her, M.D., Shawnee (C) 
(V-C) 1950. 

District No. 8: Adair, Cherokee, Craig, Delaware, May 
Seomeges, Okmulgee, Ottawa, Segry yah, Wagoner—She 
Neely, M.D., Muskogee (C) 1951! Ds Sayles, M.D., Mie 
(V-C) 1st. 


1949; P. 


District No. 9: Haskell, Latimer, LeFlore, Makatesh, Pitis- 


burg—Earl Woodson, M.D., Poteau (C) 1949; E. H. Shull 

M.D., McAlester (V-C) i949. 

District No. 10: Aioka, Bryan, Choctaw, Coal, Johnstcs, 
Pushmataha—W. Haynie, M.)’., 


Marshall, McCurtain, ‘ 
Durant (C) 1950; W. W. Cotton, M.D., Atoka (V-C) 19 





Wed. before 3rd Thur. 


Rogers, Tulsa, 


Pottawatomie, Seminole—Clinton Gal’ a- 
1950; Ned Burleson, M.D., Prag 


